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In a study of the sensitivity of various clinically important bacteria to six 
common antibacterial substances, Goodier and Parry! report “...a greater 
proportion of the individual strains within the various genera sensitive to 
chloramphenicol.” 

Numerous other studies draw attention to the continuing sensitivity of 
stubborn pathogens to CHLOROMYCETIN.?* For example, Modarress and 
co-workers observe: “The versatile chloramphenicol was useful each year.”2 
Petersdorf and associates? state: “There has been no increase in resistance 
to chloramphenicol... during the past three years.” 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, 
including Kapseals® of 250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dys- 
crasias have been associated with its administration, it should not be used indis- 
criminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged or 
intermittent therapy. 

References: (1) Goodier, T. E. W., & Parry, W. R.: Lancet 1:356, 1959. (2) Modarress, Y.; 
Ryan, R. J., & Francis, Sr. C.; J. M. Soc. New Jersey 57:168, 1960, (3) Petersdorf, R. G., 
et al.; Arch, Int. Med. 105:398, 1960. (4) Rebhan, A. W., & Edwards, H. E.: Canad, 
M.A.J. 82:513, 1960. (5) Bauer, A. W,; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 
173:475, 1960. (6) Olarte, J., & de la Torre, J. A.: Am. J. Trop. Med. 8:324, 1959. 
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HE PROBLEM OF PENICILLIN’S status in therapy has been rendered acute 

by the great furor raised, in the recent past, over possible allergic reactions. 
It must be remembered that the introduction of this first “miracle drug” to the 
medical profession made possible the control of infections theretofore beyond 
our power to control. But, as so frequently happens, adverse reports began to 
appear, which cited the development of sensitivity and caused the pendulum to 
swing from unanimous approval to condemnation in many quarters. 


Many factors must be considered in the use of a therapeutic agent, one 
being the economic effect on the, patient. Penicillin is much less costly than the 
“mycin” drugs. To bow to an almost hysterical fear of a possible reaction and, 
thus, to discard it offhand would be unjustified. In my opinion, the chief cause 
of penicillin reactions has been improper administration. 


Some years ago, over a period of possibly 18 months, I used a great deal 
of one of the original depository types, the administration of which was neces- 
sarily parenteral. At first, this was most effectual, and reactions of any sort were 
practically nil. After a considerable period of time, however, reactions began to 
occur, which fortunately were of a local nature. Oral penicillin became available 
at that time, and I ceased the use of parenteral methods of administration. Since 
then, literally hundreds of courses of oral penicillin have been given to innumer- 
able patients, and at no time has an adverse reaction been experienced. On the 
other hand, I have seen numerous patients with penicillin reactions who have 
been given the drug parenterally, which observation has made me conscious of 
the fact that parenteral administration of penicillin, under any circumstances, is 
a dubious procedure. 


Numerous reports of reactions to oral penicillin have appeared in the liter- 
ature and a careful search was made to ascertain whether or not anyone had re- 
acted to oral penicillin without ever having had a dose administered parenterally. 
Amazingly there are practically no cases on record of patients’ having been sen- 
sitized by oral penicillin; in every instance a history of previous parenteral ad- 
ministration was revealed. In many reports, where the method of administration 
was not stated clearly, the authors of the articles were communicated with; and 
in not a single case did we fail to learn that the drug had been given parenterally 
previous to the reaction. 


At the present time, certain procedures are suggested to determine the pres- 
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ence or absence of penicillin sensitivity; namely, skin and conjunctival tests. A 
few instances of severe reactions to both methods are on record, and at this writing, 
I have under my care-one such case resulting from conjunctival testing. From 
the record, oral administration. appears to be less hazardous from the standpoint 
of both sensitizing the patient and shocking the patient. 


It is estimated that there are millions of penicillin sensitive individuals, but 
as with the diminishment of horse serum sensitivity, if parenteral administra- 
tion of penicillin is discontinued, eventually the incidence of sensitivity will un- 
doubtedly wane. Following are what I consider some basic rules for the admin- 
istration of penicillin. 


Sensitivity tests should be done with any organism under consideration, in 
order to establish their responsiveness to specific antibiotics. The determination 
of the predominating organism is not adequate. The effects of an antibiotic upon 
the infecting organism is not a mathematical equation, but rather a biological 
phenomenon. The fact that a certain type of organism is supposed to respond 
to a given antibiotic is not an adequate determination of its effectiveness, in 
my opinion, because the rule does not always apply. 


A patient might possibly give a positive history of previous sensitivity to 
penicillin, which might well be a contraindication to its use, particularly paren- 
terally. The patient with no previous history of sensitivity will rarely, if ever, 
have a penicillin reaction to oral administration of the drug, however. It seems 
clear, after thorough consideration, that penicillin sensitivity results. from paren- 
teral administration, not from oral administration; however, if a patient has 
been sensitized parenterally and there is a history thereof, caution should be 
used in oral administration. Its use should be a calculated risk, and the decision 
should be made by the attending physican, not based upon rule of thumb. It is 
estimated that penicillin given parenterally is five times more effectual than that 
given orally, although the basis of this opinion is not entirely clear. The differ- 
ence in effectiveness, however, can be compensated for by increasing the oral 
dosage. 


Because the presence of penicillin persists in the milk from cows treated 
with penicillin for mastitis, this aspect is receiving a great deal of attention. It 
would seem that the possibility of shocking a patient who is sensitive to penicillin 
cannot be ignored, but it would certainly be remote. The question has been 
raised as to whether or not the penicillin in milk would be sufficient to sensitize. 
Having searched the literature, I have found not a single reliable reference in- 
dicating sensitivity resulting from the ingestion of such milk. 


Because of my interest in this subject, I would greatly appreciate being in- 
formed of any instances known to the readers concerning sensitivity to oral 
penicillin in patients who have never had it parenterally. 


Howard M. Bubert, M.D. 
Medical Arts Building 
Baltimore 1, Maryland 
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The Executive Committee of the Council and the Council 
in Ocean City, Maryland, on September 15, 1960, and 
ok the following actions: 


AL 


1. Ratified legal defense for certain members 
who requested it under the terms of the Faculty’s 
Bylaws. 


2. Authorized appointment of Leslie E. 
Daugherty, M.D., Cumberland, to super- 
vise reactivation of the Medical Annals 
project, which has been dormant for many 
years. 


3. Authorized the Executive Secretary to ap- 
proach the Woman’s Auxiliary for the purpose of 
evaluating and cataloguing the various oil portraits 
and antiques in the Faculty’s possession. 


4. Authorized appointment of a special 
committee to consider the law regulating 
scope of medicines that can be prescribed 
by chiropodists. 


5. Agreed to cooperate in an Interprofessional 
Health Council, if the Maryland Pharmaceutical 
Association would keep the Faculty informed. 


6. Referred to the Library Committee 
for suggestions a lettér from Postgrad- 
uate Medicine asking for names of the 
most outstanding men in the history of 
medicine in Maryland. 


7. Advised the Prince George’s County Medical 
Society that no conflict exists with Faculty policy 
or activity in connection with the Society’s pro- 
posal to establish specialty sections in the county. 
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8. Referred to the Liaison Committee 
with the State Department of Health the 
following matters: 

(a) Legislation dealing with antiquack- 
ory 

(b) Question of proposed reorganization 
of Health and Mental Hygiene De- 
partments for evaluation. 


9. Received a letter from the Blue Shield direc- 
tor stating that no changes in the Blue Shield by- 
laws would be effected until after consultation 
with the Faculty. 


10. Authorized appointment of William 
A. Pillsbury, M.D., and Arthur O. Wood- 
dy, M.D., as Faculty representatives on 
the Clinical Laboratory Committee. 


11. Approved reappointment of Mr. G. C.. A: 
Anderson as legal counsel for one year. ; 


12. Approved the recommendations of 
the Medical Economics Committee as fol- 
lows: 

(a) That a relative value fee schedule be 
established ; 

(b) That the Medical Economics Com- 
mittee continue its studies along this 
line and report back to Council; 

(c) That no publicity be given this mat- 
ter outside of the medical profession. 


13. Approved adoption of an accident and health 
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insurance policy in combination with a major hos- 
pital insurance policy. 


14. Adopted a report entitled “Doctors- 
Hospitals-Patients” as presented. 


15. Authorized appointment of a Committee to 
Train First Aid and rescue personnel in accident 
room procedures. 


16. Referred to the Executive Commit- 
tee for clarification the following two re- 
ports: 

(a) Report of Committee on Hospital 

Use of Blue Shield Restricted Funds 
(b) Report submitted by Frank K. Mor- 
' ris, M.D. 


17. Authorized the Faculty to contact the State 
Health Department offering its assistance in “de- 
veloping and providing the maximum amount of 
medical care under the bill recently passed by U. S. 
Congress and now signed into law by the Presi- 
dent.” 


18. Received a letter of appreciation 
from Miss S. Jeannette Edgar for her 
pension and cash gift on her recent re- 
tirement. 


19. Authorized Howard F. Kinnamon, M.D., 
president-elect, to see if legislation should not be 
passed absolving a physician when he reports a 
patient who is unfit to drive. This is to be taken 
up with the Motor Vehicle Advisory Committee, 
of which Dr. Kinnamon is a member. 


The House of Delegates, i session at Ocean City, Mory- 
land, on September 15, 1960, took the following actions: 


1. Granted emeritus membership to Rowland S. 
Phillips, M.D., Prince George’s County and Harry 
M. Robinson, Sr., M.D., Baltimore City. 


2. Authorized the treasurer to proceed 
with life insurance coverage under a 
blanket policy for all committeemen, 
officers, Council members and House of 
Delegates members while traveling on 
Faculty business. 


3. Adopted various bylaws changes. 
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4. Adopted reports of the following: 
Student AMA Representative; Faculty’s 
AMA Delegates; National Foundation of 
Health Scholarships Representative; 
Building Committee; Committee to con- 
sider the Relationship between Hospitals 
and Specialties and Manner of Payment 
for Professional Services (which in- 
cluded request for discharge of commit- 
tee). 


5. Approved introduction of a law which would 
enable the various licensing boards to place on 
probation any of its licensees who become nar- 
cotic addicts, instead of revoking the licenses as 
the law presently provides. 


6. Adopted the following recommenda- 
tions made by the Medical Economics 
Committee : 

(a) disapproving establishment of a 
special policy under Blue Shield 
for persons over 65, because the 
profession as a whole has always 
taken care of individuals, regard- 
less of their ability to pay; 
requesting permission to discuss a 
simplified life insurance medical 
report with the local Health Insur- 
ance Council; 
requesting that the Medical Eco- 
nomics Committee be empowered 
to establish liaison with the local 
Health Insurance Council to dis- 
cuss problems of mutual interest. 


7. Approved the bill to protect from liability 
physicians rendering emergency medical care at 
the scene of an accident, naming it the Good Sa- 
maritan Bill. 


8. Passed a vote of confidence as fol- 
lows: “The House of Delegates reaffirms 
what it has said earlier, that Blue Cross 
is a concern of this Medical Society and 
that this body once again approves the 
interest of the House of Delegates and 
the Medical Society in things concerning 
Blue Cross and the action of its Council 
and its various committees in this mat- 
ter.” 
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9. Adopted the Resolutions Committee report medicine remain in the hands of the phy- 

as follows: . sician; 

(a) disapproving a resolution to establish medi- (d) approving a resolution authorizing the Fac- 
cal advisory committees to various volun- ulty to sponsor a Medic Alert program in 
tary health organizations in counties Maryland. 
throughout the state. 

(b) approving two resolutions regarding hos- COPIES OF ALL REPORTS, RESOLU- 
pital accreditation and residency review TIONS, AND OTHER MATERIAL ARE 
requirements for introduction at the No- AVAILABLE TO ACTIVE MEMBERS 
vember, 1960 AMA meeting in Washing- IN GOOD STANDING OF THE FAC- 
ton, D. C.; ULTY. REQUESTS SHOULD BE AD- 

(c) approving a resolution that the practice of DRESSED TO THE FACULTY OFFICE. 


ETHICS CORNER 








AN INQUIRY has been made regarding the ethical considerations involved when 

separate evaluations are needed by insurance firms, attorneys, and others in- 
volved in accident cases. Sometimes separate evaluations are requested by third 
parties. In these cases, the consent of the attending physician should be obtained 
before the consultant takes the case. Furthermore, the consultant should confer with 
the attending physician before rendering any opinion in the case. 


The pertinent provisions of the Code of Medical Ethics are quoted as follows: 


Chapter V, Section 6 


“The physician in charge of the case is responsible for the treatment of the 
patient.” 


Chapter V, Section 5 


“After the physicians called in consultation have completed their investigations, 
they and the physician in charge should meet by themselves to discuss the course 
to be followed. Statements should not be made nor should discussion take place 
in the presence of the patient, his family, or his friends, unless all physicians 
concerned are present or unless all of them have consented to another arrange- 
ment.” 


Chapter V, Section 4 


“When a patient is sent to a consultant and the physician in charge cannot ac- 
company the patient, the physician in charge should provide the consultant with 
a history of the case, together with the physician’s opinion and outline of the 
treatment or so much of this as may be of service to the consultant. As soon as 
possible after the consultant has seen the patient he should address the physician 
in charge and advise him of the results of the consultant’s investigation. The 
opinions of both the physician in charge and the consultant are confidential and 
must be so regarded by each.” 
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Figure 1 
Map showing the coun- 
ties in Maryland where 
histoplasmosis has been 
known to occur. 


HISTOPLASMOSIS 


A case report and a comment on its 
occurrence in Maryland 





Henry V. Chase, M.D., and Richard C. Reynolds, M.D. 


HE FIRST THREE reported cases of histoplas- 
¢ tom were described by Samuel Taylor 
Darling in April 1907, in this Journal (1). In 
1906, he had published a description of one of 
these patients (2); and in a footnote to this 
same article, he commented on a second, which 


he had reported at a meeting of the Chicago’ 


Surgical Society. On January 11, 1907, upon his 
return from a two-year sojourn at the Ancon Hos- 
pital, in Panama, Dr. Darling presented a paper 
describing the original three patients before the 
College of Physicians and Surgeons, in Baltimore, 
his alma mater. 

Darling had observed this disease while system- 
atically studying autopsy material from patients 
with splenomegaly. In an effort to explain the 
cause of “Columbian Spleen,” (3) he noted some 
of the similarities between histoplasmosis and Kala- 
azar, which recently had been reported by Leish- 
man and Donovan in India. Darling thought the 
infecting organism was protozoan with a predilec- 
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tion for endothelial cells. He named the etiological 
agent Histoplasma capsulatum, because he had ob- 
served the “plasmo” diumlike organism in the 
swollen “histo” cytes. Not until 1912 was its true 
identity as a yeast shown by Henrique da Rocha- 
Lima (4). 

From 1906 to 1934, only seven human cases of 
histoplasmosis, all fatal, were recorded in medical 
literature. 

The first antemortem diagnosis of histoplas- 
mosis was reported in an infant by Dodd and 
Tompkins in 1934 (5). DeMonbreun (6) was 
able to culture the organism from this patient, and 
his morphological description remains unsur- 
passed. Five years later, DeMonbreun (7) re- 
ported the first case of spontaneous histoplasmosis 
in animals. Interestingly, this infection occurred 
in a dog operated on by Alfred Blalock, M.D., who 
was then a member of the Department of Surgery 
at Vanderbilt University. 

In 1945, Palmer (9) and Christie and Peterson 
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(10) described the relationship between nontuber- 
culous pulmonary calcification and skin sensitivity 
to histoplasmin. They noted a high incidence of 
positive skin reactions to this antigen and sug- 
gested that most cases of histoplasmosis were 
probably mild, unrecognized, or subclinical infec- 
tions; not uniformly fatal as previously believed. 
Recent studies by Edwards, Peeples and Berger 
(11) in Montgomery County, Maryland, showed 
the incidence of positive histoplasmin skin reac- 
tions among high school students in the area ad- 
jacent to Frederick County to be as high as 60 
per cent. 

Histoplasma capsulatum was cultured from the 
soil by Emmons (12), in 1948, from two of 16 
specimens collected on a farm in Loudoun County, 
Virginia. Numerous positive specimens have since 
been obtained from nearby sites in Maryland. 
Emmons and Campbell (13) obtained positive 
specimens from eight of 23 premises in Maryland, 
which sites were suspected to be an environ- 
mental source of human infection. A total of 639 
specimens were examined, and 74 (11.5 per cent) 
were positive for Histoplasma capsulatum. 

Cases of histoplasmosis have been reported from 
eight of the 23 counties in Maryland (fig. 1). 
Wright and Hachtel (8), in 1941, reported a case 
in which the organism was isolated from a lymph 
node biopsy and later found disseminated at nec- 
ropsy. The patient, a 59-year-old tavern helper, 
lived in Perry Hall, Baltimore County. In 1948, 
Theodore Woodward, M.D. (14) studied a 
small outbreak among four persons in Taneytown 
(Carroll County) who were infected from barn 
manure. He later observed a patient from St. 
Michaels, in Talbot County (15). While cleaning 
bat dung from bridges in Calvert and Anne Arun- 
del Counties, a group of workers became infected 
(16). Another outbreak occurred in Glenmont 
(17), a suburban development in Montgomery 
County, near Washington, D. C.; and a fourth 
epidemic, described recently by Emmons (18), 
appeared among members of a family who had 
moved to an abandoned farm house near Clarks- 
burg, in Montgomery County. One of this group, 
an infant, died of disseminated histoplasmosis. A 
family of brown or house bats lived in the house 
and were incriminated as a possible ecologic factor 
responsible for the presence of Histoplasma. Nu- 


1A recent article has been called to our attention de- 
scribing a case of histoplasmosis in a resident of Hurlock, 
Maryland, which is in Dorchester County. 
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merous positive cultures were obtained in and 
around the house. 

On a farm near Leonardtown, St. Mary’s Coun- 
ty, Histoplasma capsulatum was isolated from 42 
of 142 soil specimens (13). Although specimens 
were taken from around each of several barns and 
outbuildings on the farm, Histoplasma was iso- 
lated only from inside or adjacent to a small 
chicken house. This was the presumptive source 
of infection of a patient with severe, generalized 
(but not fatal) histoplasmosis. The patient, who 
lived in Washington, D. C., frequently visited the 
farm near Leonardtown. It is interesting to note 
that Leonardtown and St. Michaels are both lo- 
cated in the tidewater area of Maryland. 

Recently, there was an outbreak of a respiratory 
infection among a family living on a farm near 
Middletown, in Frederick County. The infections 
followed the cleaning of an abandoned silo, where 
it was necessary to shovel a large amount of dry, 
dusty material containing pigeon droppings. One 
of the individuals, a 25-year-old white male, was 
admitted to the Frederick Memorial Hospital; and 
his illness is described in detail. 

This patient was admitted on August 29, 1959, 
with an illness of one week’s duration. It started 
with a severe headache. The next day, the patient 
felt giddy but did not faint. Three days prior to 
admission, he noted fever and consulted his family 
physician. Until admission, his temperature ranged 
between 101° and 104° F. With the appearance 
of fever, he noted soreness and stiffness of his 
neck and knees. He became nauseated and vomited 
all ingested food. For two days before admission, 
the patient had repeated shaking chills, and he ob- 
served that deep breathing caused pain across the 
front of his chest. At this time, basilar rales were 
heard, and the patient received two injections of 
600,000 units of penicillin. 

Two weeks before admission, the patient and 
several members of his family had cleaned out an 
old silo that had not been used for 15 years. A 
large quantity of pigeon droppings were removed. 


Past History 

The patient had always enjoyed good health. At 
age six, he had polyarthritis, which was diagnosed 
as rheumatic fever, but there were no cardiac se- 
quelae. For the past three years, he had been 
troubled with recurrent boils, none of which had 
produced systemic reactions. Review of systems 
was otherwise unremarkable. 
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’ Physical Examination 


Patient was acutely ill. Temperature was 101°; 
respirations, 24; pulse, 100; and blood pressure, 
150/90. No rash, edema, cyanosis, or jaundice 
was present. There was evidence of some dehy- 
dration. There were no abnormalities of the skel- 
eton. Some small cervical and axillary lymph nodes 
were felt, which were nontender. There was 
moderate nuchal rigidity, which appeared to be 
the result of muscle soreness rather than menin- 
geal irritation. Examination of the eyes, ears, nose, 
and throat was unremarkable. Thyroid was not 
enlarged. Trachea was in the midline. Respiratory 
excursions of the chest were limited but equal 
bilaterally. There were diffuse, fine, crackling rales 
over both lower lobes, posteriorly and laterally. 
Remainder of the lung fields were clear. Both dia- 
phragms descended well. The heart was not en- 
larged. Rhythm was rapid and regular. There were 
no murmurs. Neck veins were not distended. 
Peripheral pulses were equal and full. No organs, 
masses, or tenderness was noted in the abdomen. 
Neurological examination revealed sluggish re- 
flexes in the lower extremities. 


Laboratory Data 


August 29, 1959: Blood: Hematocrit: 58 per cent; 
WBC: 13,400 with 4 per cent stabs, 81 per 
cent segmented neutrophils; 14 per cent 
lymphocytes and 1 per cent eosinophils. 
Urine: 1 plus albuminuria; 5-8 WBC and 15- 
20 RBC (centrifuged specimen). 

Throat Culture: Normal flora. 
VRDL: Negative. 


September 1, 1959: Blood: Hematocrit: 44 per 


cent; WBC: 12,500; 81 per cent neutrophils; 

18 per cent lymphocytes; 1 per cent eosino- 

phils. 

Urine: Specific Gravity: 1.025; 1 plus albu- 

min, 4-6 WBC and 8-12 RBC (centrifuged 

specimen ). 

Cold agglutinin: Positive in 1:8 dilution. 
‘September 2, 1959: Sputum culture for fungus: 

Negative. (Reported November 9, 1959). 
September 3, 1959: Complement fixation test for 

histoplasmosis: Positive in 1:64 dilution. 
September 5, 1959: Blood: Hematocrit: 43 per 

‘cent; WBC: 20,500. 

Urine: Specific Gravity: 1.030; trace of al- 
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bumin; 0-1 WBC and 3-5 RBC (centrifuged 
“specimen ). 

September 7, 1959: Cold agglutinin: Positive in 
1:4 dilution. 

September 11, 1959: Blood: Hematocrit: 40 per 
cent; WBC: 16,200. 
September 14, 1959: Complement fixation test for 
histoplasmosis: Positive in 1:512 dilution. 
September 17, 1959: Sputum culture: Hemolytic 
staph aureus. 

X-rays: See figure 2. 

Skin test: September 14, 1959, after 48 hours, 
Histoplasmosis: Positive Tuberculin, Inter- 
mediate strength: Negative. 


Course in the Hospital 


The patient ran a spiking fever between 100° 
and 103° F. during his first two weeks of hos- 
pitalization. Within the first three days, his neck 
became more supple. He developed a harassing 
non-productive cough. Within four days, both 
lower lobes appeared ‘consolidated on physical ex- 
amination, and patient became dyspneic (respira- 
tions 30-56/minute) and cyanotic, requiring con- 
tinuous oxygen therapy for one week. Patient had 
been started on tetracycline, 2.0 gms. a day, but 
this was changed to Chloromycetin®, 2.0 gms. a 
day on the third hospital day and streptomycin 
added three days later. On the sixth day, the pa- 
tient had severe right sided, pleuritic chest pain 
accompanied by hemoptysis and a rise in tempera- 
ture to 104° F. A few days after this, he began to 
show gradual improvement, although he continued 
to have a temperature up to 101° F. Nausea and 
vomiting became troublesome. Fluids were given 
to maintain hydration and Trilafon® administered 
to control emesis. 

After two weeks, at which time the diagnosis 
of histoplasmosis was considered conclusive, all 
antibiotics were discontinued without any change 
in the patient’s course. Throughout his remaining 
two weeks of hospitalization, the patient continued 
to have daily temperature recordings up to 101° 
F,; however, clinically, he improved with his chest 
findings clearing to an extent that only diminished 
breath sounds, dullness, and rales were present 
over the right lower lobe. His nausea and vomiting 
slowly subsided, and he was able to partake a 
regular hospital diet. During the course of his 
illness, he lost 35 pounds. He was discharged after 
32 days in the hospital. 
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Shortly after he returned home to convalesce, 
the patient’s temperature returned to normal. 
When seen one month later, he had regained 30 
pounds. On physical examination then, there was 
some dullness and diminished breath sounds over’ 
the right lower lobe. When last seen, in late De- 
cember, he complained of becoming easily fa- 
tigued. On one occasion, while shoveling dry, 
dusty barley, he noticed severe, but transient, 
shortness of breath and tightness across the chest. 
These symptoms were promptly relieved by leav- 
ing the dusty area. 

The case reported here and some of the medical 
papers cited emphasize the occurrence of histo- 
plasmosis in Maryland. The high percentage of 
skin reaction to histoplasmosis suggests that the 
disease is as common here as it is in the states 
comprising the Ohio and Mississippi River Valley. 

The diagnosis was not suspected in this case 
until a history of contact with pigeon droppings 
was established. The recording of a similar, milder 
illness in other members of the family, along with 
their positive skin tests, raises the possibility that 
this may represent another familial outbreak of 
histoplasmosis. It is impossible to exclude, how- 
ever, the possibility that the other members may 
have had the disease previously in an unrecognized 
form and developed their altered skin reactivity to 
the histoplasmin. 

There is nothing clinically unique about histo- 
plasmosis. In the beginning, this case resembled a 
severe, viral pneumonitis, complicated by a pul- 
monary infarct, with the expected failure of re- 
sponse to antibiotics. The history of exposure to 
old pigeon manure, the appearance of diffuse, 
nodular lesions on the chest x-ray, the rising com- 
plement fixation titre, and the positive skin test 
provide strong circumstantial evidence for the 
diagnosis. Attempts to culture the yeast from the 
sputum and blood were unsuccessful. Presently, 
soil samples from the farm are being studied to 
see if they contain Histoplasma capsulatum.® 

The protean manifestations of histoplasmosis 
are described in other recent reviews on the sub- 
ject (19, 20). The disseminated form, which is 
usually seen in children, the acute pulmonary type 
described here, and chronic, progressive cavitary 
disease seem to represent the common patterns 


2 Since this paper was submitted for publication, Histo- 
plasma capsulatum has been isolated from two of six soil 
specimens collected in and around the silo mentioned as 
the possible source of infection. 
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of histoplasmosis. The alterations in host response 
that lead to the development of these different 
clinical manifestations of disease remain obscure. 

Treatment is simplified in that virtually all of 
the acute cases recover spontaneously, even, as in 
the case presented, when they appear desperately 
ill. Recently, Amphotericin B (21) -has been 
shown to have definite fungostatic properties and 
is effective in inhibiting the growth of Histo- 
plasma capsulatum. It is a toxic compound which 
invariably causes azotemia, hematuria, fever, and 
chills and must be given intravenously. Thrombo- 
phlebitis is a common complication of its use. The 
drug appears to be most effective in treating the 
disseminated form of histoplasmosis, occurring in 
infants and children (22). Cortisone has been 
tried with equivocal results; probably its use is 
best limited to cases where the pulmonary lesions 
are so extensive as to cause ventilatory and diffu- 
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therapy for overwhelming toxicity remains doubt- 
ful. 

An interesting paradox exists between tubercu- 
losis and histoplasmosis. Tuberculosis was for- 
merly the scourge of the large city. When immi- 
grants came to this country and settled in crowded 
areas in the large cities, the incidence of tubercu- 
losis among them was alarmingly high as com- 
pared to that in rural areas. Today the econom- 
ically successful city dweller is moving further 
and further out into the suburbs, many with a 
penchant for buying and renovating old farms. 
It is probably among this previously unexposed 
group that many new cases of histoplasmosis will 
occur. 
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MEGALOBLASTIC ANEMIA OF 


THE PUERPERIUM 





the literature on this subject. 





A case of megaloblastic anemia of the puerperium, successfully treat- 
ed with vitamin B1: and folic acid, is reported with a brief review of 








EGALOBLASTIC ANEMIA during pregnancy 
and in the puerperium was first noted 
in 1842, in Boston, by Walter Channing (1). The 
clinical features of pernicious anemia were fully 
described by Addison in 1855. Castle, in 1926, 
clarified the relationship between achylia gastrica 
and the effectiveness of ingested liver in this 
disease. In more recent years, the relationship be- 
tween the specific dietary factor vitamin Bye 
and the intrinsic factor has been elucidated (10). 
Wills, in 1948, described a macrocytic anemia 
closely resembling pernicious anemia but having 
normal gastric secretion of hydrochloric acid. Pa- 
tients respondéd well to crude liver extract and 
to folic acid, but only variably to vitamin 
Bie (10). 

According to Wintrobe, gastric achlorhydria is 
a constant finding in Addisonian perincious anemia, 
and such a diagnosis can be ruled out if acid is 
not presént ‘(10). 

The macrocytic anemia seen during pregnancy 
and in the puérpérium has been known to occur 
any time froni the twenty-eighth week of preg- 
nancy to the sixth month postpartum. Age dis- 
tribution varies, but the mean age in a recent se- 
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ries of patients (1) was found to be 31 years. 
All of the patients in this series were multiparas; 
the mean number of pregnancies was four. Symp- 
toms were lassitude, weakness, vomiting, sore 
tongue, and weight loss. Almost universally, the 
patients were found to have had a poor diet, and 
their lack of cooperation in the hospital was nota- 
ble. 

, Physical examination may reveal glossitis, 
splenomegaly, peripheral edema, and fever, even 
in the absence of infection. The blood reveals a 
macrocytic anemia and leukopenia. The serum bili- 
rubin may be increased. The marrow is megalo- 
blastic, and normal gastric acidity is present. In 
the differential diagnosis, pernicious anemia must 
be ruled out, as must the macrocytic anemia asso- 
ciated with gastrointestinal disorders and infesta- 
tions. Thé universal expérience with the megalo- 
blastic anemia of pregnancy has been a good re- 
sponse to folic acid and variable’ response to vita- 
min Bie and to liver extract, the response being 
poorer as the liver extract was more refined. It 
has been found that these cases will not relapse 
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when treatment is stopped unless a subsequent 
pregnancy supervenes; however, this can be ob- 
viated by prophylactic treatment with folic 
acid (1). 

In a series of ten cases of megaloblastic anemia 
of pregnancy, Adams reported good response with 
folic acid but only variable response with vitamin 
Big. In this series, vitamin By. was used in doses 
ranging from 100 to 1000 micrograms per day 
without significant difference noted in the response 
to these varying dosage levels (5). In a series of 
19 cases reported by Lowenstein et al, the au- 
thors concluded that this anemia was due to a 
general nutritional deficiency (6). 


CASE REPORT 


E. J., a 30 year old Negro, was admitted to 
Sinai Hospital in May,- 1958,: complaining of 
cough and shortness of breath. The patient’s first 
admission to Sinai Hospital was in March, 1958 
for her eleventh delivery. She had been noted to 
be anemic with her previous pregnancies and 
had been transfused. She also had been having 
intermittent nausea and vomiting with progres- 
sive weakness. and weight loss for four years 
prior to admission. Diagnostic studies were start- 
ed at another hospital two years before because of 
these symptoms, but she left the nasi before 
they could be completed. 

At the time of her most recent ialieens; her blood 
pressure was 170/120; fundoscopic examination 
revealed arteriolar spasm and arterio-venous nick- 
ing. The hematocrit in December, 1957 was 20 
per cent. The patient was seen in the hematology 
clinic in January, 1958, at which time she had 
a hematocrit of 23.5 per cent, hemoglobin of 8 
grams per cent, and 3,000,000 red blood cells per 
cubic millimeter. Marked hypochromia was noted 
on the blood smear. The platelets were noted to be 
increased. A sickling preparation was negative. 
She was started on oral iron with vitamin B com- 
plex, vitamin C, and a high protein diet. Two 
weeks later her hematocrit had risen to 26 per 
cent, and she was maintained on the same thera- 
peutic regimeri from January to March, 1958. 

Her hematocrit on admission in March, 1958 
was 20.5 per cent, and her urine showed three plus 
protein, occasional red blood cells, and 2-5 white 
blood cells per high power field. The serum pro- 
tein was 5.7 grams per cent, with 3.4 grams of 
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albumin and 2.3 grams of globulin. A Fishberg 
test revealed maximal urine specific gravity of 
1.008. 

On April 1, 1958, after a labor of two hours 
and 52 minutes, the patient delivered a male 
child weighing three pounds, five and one-half 
ounces. Her blood pressure on the second post- 
partum day was 134/80. The estimated blood loss 
at time of delivery was approximately 100 cubic 
centimeters. During her hospital stay, the pa- 
tient received three units of whole blood, and on 
discharge her hematocrit was 24.5 per cent. The 
white blood cell count was 4,250 per cubic mm. 
with a normal differential. The platelets were de- 
creased on smear. Indices were as follows: MCV 
78 cu. microns, MCH 24 micromicrograms, and 
the MCHC 31 per cent. Proteinuria had decreased 
to one plus. The patient had been treated for five 
days with chlortetracycline for a urinary tract in- 
fection due to Escherichia coli. 

On leaving the hospital, April 7, 1958, the pa- 
tient continued to have a bloody vaginal discharge. 
One week prior to her second admission she de- 
veloped chills, fever, shortness of breath, lower 
abdominal pain, and weakness. She denied hav- 
ing sexual intercourse since the time of delivery. 

Physical examination on readmission, May 29, 
1958, revealed a thin, poorly nourished, poorly 
developed, Negro female, who was acutely ill. 
The skin was hot and dry. There was neither 
cyanosis nor jaundice. Blood pressure was 120/60, 
pulse 120 and regular, and oral temperature 102.4 
degrees. The mucous membranes were pale, and 
there were scattered petechiae on the palate. The 
heart was not enlarged to percussion. There was 
a grade II systolic murmur at the apex and at 
the base of the heart. There was tenderness to 
palpation in the lower abdomen bilaterally but no 
rebound tenderness. There was no hepatosple- 
nomegaly and no evidence of ascites. There was 
no peripheral edema. Pelvic examination revealed 
the labia to be edematous with large areas of shal- 
low, granular ulcerations. There was a purulent 
exudate from the cervic, and the uterus was 
slightly enlarged and boggy. 

Laboratory data: Hematocrit on admission was 
10 per cent. White blood cell count was 2700 
cells/cu.mm with 44 per cent polymorphonuclears, 
51. per cent lymphocytes;. 3 monocytes and 2 


eosinophiles. Pus cultures from the cervic re- 
vealed a mixed infection. Smear from the labial 
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ulcers failed to reveal Donovan bodies. The urine 
on admission was essentially normal. An STS 
was non-reactive. A reticulocyte count was 0.2 


per cent. Blood sugar, urea, and electrolytes were 
within normal limits. A serum total protein was 
5.6 grams per cent, albumin 3.7 grams per cent, 
globulin 1.9 grams per cent. Thymol turbidity, 
18 hour thymol flocculation, and total serum bili- 
rubin were normal. Alkaline phosphatase was 7.8 
Bodansky units. Urinary uropepsin, plasma pep- 
sinogen and serum carotene levels were normal. 
Prothrombin time was 100 per cent of normal. 
A two hour postprandial blood sugar was normal. 
A Diagnex® test was positive for free gastric 
hydrochloric acid. Fractional gastric analysis re- 
vealed: 
Degrees 
Degrees Total 
Free HCL Acidity 

Before Histamine 16 24 
After Histamine 

#1 42 58 

#2 80 98 

#3 82 98 

= 4 94 108 


Stools were brown, formed, and negative for 
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fat. A Schilling test, first stage, revealed that 6.5 
per cent of the administered vitamin Big was 
excreted in 1000 cc. of urine in 24 hours. The 
second stage test (with added intrinsic factor) 
showed 2.5 per cent of the administered vitamin 
Bye was excreted in 1185 cc. of urine in 24 hours. 

A bone marrow examination on June 3, 1958, 
before vitamin Biz was given, showed a hyper- 
plastic marrow with megaloblasts. The marrow 
examination was repeated June 12, 1958, after 
a good reticulocyte response to vitamin By had 
been achieved, and showed a marked normoblastic 
response with some megaloblasts still seen. 

Hemoglobin electrophoresis showed adult hemo- 
globin, and a sickle cell preparation was negative. 

Gastrointestinal x-rays showed the duodenal 
loop to have coarse and irritable mucosal folds 
with an extrinsic pressure on its medial aspects, 
thought possibly to represent an enlarged pan- 
creas. Further studies of the small bowel were 
interpreted as being normal, however. 

Course in the Hospital: On admission, the pa- 
tient was acutely ill, dehydrated, and severely 
anemic, with temperature up to 102 degrees. It 
was suspected that she probably had an endo- 
metritis with a retained placental fragment and 
blood loss anemia; however, bone marrow biopsy 
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on the third hospital day revealed the megalo- 
blastic marrow. After the 1000 microgram dose 
of vitamin Biz that the patient received in the 
first Schilling test, a marked rise in her reticulo- 
cytes was noted, which later appeared in all the 
formed elements of the blood. She was given two 
units of whole blood, intravenous fluids, penicil- 
lin, chloramphenicol, and oxygen. 

The patient’s vaginal infection cleared with anti- 
biotics, as did the pelvic infection, and the bloody 
vaginal discharge stopped. Although signs of in- 
fection and high fever disappeared by the sixth 
day, she continued to have low grade fever until 
the eighteenth hospital day, when her marrow was 
responding well to vitamin By2. She was main- 
tained on vitamin Bis, 50 micrograms a day in- 
tramuscularly, from June 9 through June 24 and 
on oral iron therapy with vitamins B and C from 
June 16 through June 24. 

A repeat bone marrow examination showed 
erythroid hyperplasia and no maturation arrest. 
Studies of the gastrointestinal tract were normal 
except for the unexplained abnormal pattern of 
the second portion of the duodenum on x-ray. It 
was planned that the patient be followed in the 
out-patient department, remaining on vitamin Bi» 
and iron, with continuing studies to determine 
possible need for folic acid and to elucidate the 
defect of the duodenum seen on x-ray. 

Subsequent Course: The patient was discharged 
from the hospital on June 24, 1958 on vitamin B 
complex, vitamin C, a high protein diet, and oral 
iron therapy to be followed in the hematology 
clinic. She had been receiving 50 meg. of vita- 
min Bye intramuscularly daily while in the hos- 
pital, her last dose being on June 24. She was 
next seen in the hematology clinic July 9, at 
which time 100mcg. of vitamin By. was given in- 
tramuscularly. On July 17, the hematocrit was 
33, as it had been on June 23; and the indices 
were as follows: MCV 95; MCH 26, MCHC 28 
per cent. Since it appeared that the patient was 
no longer responding to vitamin Bis, she was 
started on folic acid orally, 20 mgm. a day, in 
addition to vitamin By2, 50 micrograms per week, 
daily iron and vitamins B and C. During July 
and August, on the above regimen, her hemato- 
crit rose to 38. 

In October, she reported that she was preg- 
nant again, estimated time of conception being 
June, 1958. She was maintained throughout the 
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prenatal period on iron, vitamins B and C, and 
a high protein diet. By March her hematocrit had 
fallen to 29 per cent, and she had a normo- 
chromic, normocytic anemia. 

In April, 1959 she was admitted to the ob- 
stetrical service with hypertension, convulsions, 
gross hematuria, and clinical evidence of a myo- 
carditis. These symptoms cleared gradually with 
supportive management, and in May she delivered 
a six pound normal infant without difficulty. 
Throughout this hospitalization her hematocrit was 
maintained at 30 per cent with normal indices, and 
a repeat bone marrow examination showed a nor- 
mal marrow. She was discharged May 30, 1959 
to be followed in the out-patient department. 


DISCUSSION 


This multiparous Negro female, who had a 
poor dietary history, presented six weeks post- 
partum with evidence of puerperal infection and 
severe anemia, which subsequently was shown to 
be megaloblastic. Her infection responded to 
antibiotics, and the marrow and peripheral blood 
responded dramatically to vitamin Bis, reticulo- 
cytes reaching a peak of 17.5 per cent five days 
after the parenteral injection of one milligram of 
vitamin By. On continued daily doses of 50 
micrograms of vitamin By, the patient showed 
a continuing and satisfactory response, not only 
in her blood picture but also in weight gain and 
general well being. It is to be noted that this 
patient had a low grade fever until the eighteenth 
hospital day, when her hematologic remission was 
well established, even though no signs of infec- 
tion could be found after the seventh hospital 
day. 

The peripheral blood picture in this patient 
was initially confused because of blood trans- 
fusions at time of delivery and again shortly 
after this admission; however, the marrow was 
clearly megaloblastic and the response to By 
dramatic. The presence of free hydrochloric acid 
in the stomach, the excellent response of acid 
secretion to histamine, and the normal plasma 
pepsinogen and urinary uropepsin values removed 
this patient from the category of achylia gastrica. 
The normal appearing stools with no evidence of 
excessive fat or of parasitic infestation as well as 
a normal serum carotene seemed to exclude gas- 
trointestinal disease. Subsequent gastrointestinal 
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x-ray study of the small intestine failed to sub- 
stantiate the initial findings of a deformity in 
the duodenal loop. 

The Schilling test revealed low urinary excre- 
tion of radioactive vitamin By2, which neverthe- 
less was much higher than is usually seen in pa- 
tients with pernictous anemia. As expected, the 
urinary excretion of radioactive vitamin By. was 
not enhanced by intrinsic factor. 

In the patient’s subsequent course, her hemato- 
crit reached a plateau of 33 per cent, despite ade- 
quate vitamin Biz and iron therapy. Folic acid 
was, therefore, added to her regimen with grati- 
fying response. Her hemoglobin rose to 10.8 
grams per cent and hematocrit to 38 per cent 
within four weeks. 

At this point, before a proposed tubal ligation 
could be carried out, the patient reported that she 
was again pregnant. She was followed at monthly 
intervals from October, 1958 to December, 1958 
on no medications, with no marked change in her 
hematocrit. In her fifth month of pregnancy, her 
hematocrit was noted to be falling and reached a 
low of 29 in her seventh month. She was restarted 
on iron, vitamin B complex, and vitamin C with- 
out response. 

The patient developed an acute illness in the 
eighth month of pregnancy, characterized by con- 
vulsions, hypertension, myocarditis, and hema- 
turia. When she was admitted to the hospital, 
however, her blood count was stable with normal 
indices, and repeat bone marrow examination 
showed no evidence of megaloblastic changes. Re- 
peated blood examination during this fourth hos- 
pitalization revealed no evidence of a macrocytic 
anemia even though the patient had received no 
vitamin By or folic acid since August 27, 1958, 
eight months previously. She gradually con- 
valesced from this acute illness, which was be- 





lieved to represent an acute glomerular nephritis 
with myocarditis, and delivered at about 38 weeks 
without incident. 

She continues to have a moderate anemia of 
normochromic normocytic type and is on a high 
protein diet, iron, and vitamins B and C. 


The pathologic physiology of the deficiency in 
this disease is poorly understood. We believe that 
this patient represents a case of megaloblastic 
anemia of the puerperium, six weeks postpartum, 
which responded well but incompletely to vitamin 
Bis, reaching normal blood levels only on the addi- 
tion of folic acid. Upon withdrawal of vitamin 
By and folic acid, despite the stress of another 
pregnancy, she maintained her hemoglobin level 
until the fifth month of pregnancy. From that 
point onward she developed a moderate to marked 
normocytic anemia, but at no point did she show 
evidence of developing megaloblastic anemia. De- 
spite the superimposition of another severe acute 
illness, she delivered uneventfully and has since 
done well. 

Sinai Hospital 
Baltimore 15, Maryland 
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A study of gastrointestinal bleeding in 92 
patients 65 years and older is presented and 
commented upon. Of this group of patients, 
53 per cent had duodenal ulcer, 11 per cent 
had gastric ulcer, 5 per cent had both du- 
odenal and gastric ulcer, and 31 per cent had 
hemorrhage from other causes. Mortality was 
21 per cent, but no correlation was found 
between mortality and the degree of blood 


loss. 


ASTROINTESTINAL BLEEDING in older people 
(; presents a great deal of controversy as to 
its management; yet future years may bring a 
higher incidence of gastrointestinal hemorrhage 
as a result of the increasing use of anticoagulants, 
steroids, and drugs such as reserpine, with which 
peptic ulceration has been associated. 

More knowledge of the cause and prevention 
of coronary atherosclerosis plus improvements in 
surgical techniques and anesthesiology will un- 
doubtedly further lessen the risk of operating on 
aged patients. On the other hand, gastric irradia- 
tion for ulcer may prove safer in older people 
than subtotal or total gastrectomy. 

Crohn (1) observed that patients over 60 do 
not tolerate surgery or massive hemorrhage well. 


In a series of patients studied at Massachusetts . 


General Hospital, the mortality from major pro- 
cedures of all kinds rose from 6 per cent in those 
under 50 years to 29 per cent in those 60 years or 
older. Surgery as a last resort carries a mortality 
up to 55 per cent according to Dunphy, and most 
authors agree that in the aged, surgery within 48 
hours of the onset of bleeding is much more suc- 
cessful (5.9 per cent mortality) than that done 
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after the lapse of such time interval (36 per 
cent mortality). Such information suggests the 
importance of early decision, but it does not help 
us make this decision. 

Dickson (2) states that peptic ulcer accounts 
for 75 per cent of all bleeding into the upper 
gastrointestinal tract, that 80 per cent of the 
deaths from a bleeding ulcer occur in the first 
hemorrhage, and that a second hemorrhage occur- 
ring during adequate medical treatment is an indi- 
cation for elective surgery. Manson (3) argues, 
“Having seen, in over 20 years of gastroentero- 
logic practice, only one patient die with sudden 
exsanquinating hemorrhage while being treated 
medically, I cannot agree that surgery is the 
method of choice in all cases of massive bleeding.” 

The records of 92 patients, at least 65 years old, 
with gastrointestinal hemorrhage have been ana- 
lyzed, and two unusual patient records are pre- 
sented. briefly. Sixty-six of the patients were 
males, and 26, females, having a total of 179 ad- 
missions relating to gastrointestinal problems. The 
average age of the males at the time ef their first 
admission was 74.1 years, of the females, 72.8 
years. Eighteen died during hospitalization, at an 
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average age of 78.5 years among the males and 
74.6 years among the females. Two other patients 
died at home not long after discharge. 

The vast majority of the group were ward pa- 
tients at Pennsylvania Hospital, with only a small 
number of private patients. The less than ideal 
follow-up may be related to this fact .Thirty of 
the 72 survivors were last examined more than 
one year ago; seven, one year ago; and 35, within 
recent months. Diagnostically, the patients can be 
grouped into 10 with gastric ulcer, 49 with du- 
odenal ulcer, five with both gastric and duodenal 
ulcer, and 28 with other causes of gastrointestinal 
bleeding, the etiology of which was not determined 
in seven. In this last, miscellaneous category are 
nine patients with a neoplasm, five with a duodenal 
diverticulum, and four with hiatal hernia, two 
of the hernia patients having an associated du- 
odenal diverticulum. Final diagnoses were based 
on x-ray, surgical, or autopsy findings. 

The group has been divided on the basis of the 
severity of their gastrointestinal bleeding into 
mild, moderately severe, and severe. Those pa- 
tients with mild bleeding, a hemoglobin of 10 
grams per cent or greater throughout their hos- 
pitalization, and no clinical shock comprise Group 
A. Those with a hemoglobin from 8 to 10 grams 
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per cent and no clinical shock comprise the mod- 
erately severe Group B, while those with a hemo- 
globin of 8 grams or less and/or clinical shock 
comprise the severe Group C. There were 29 pa- 
tients in Group A, 25 in Group B, and 38 in 
Group C. 

Analysis of deaths during hospitalization ac- 
cording to the severity of the hemorrhage (table 
1) shows a higher per cent of deaths in the mild 
group than in the severe group, with no significant 
correlation between mortality and the extent of 
blood loss as judged by our criteria. Eight of the 
18 deaths were primarily a result of gastroin- 
testinal hemorrhage. Five of these patients had 
medical treatment only, and three were subjected 
to surgery. 

Table 2 shows the deaths according to diagnosis. 
The mortality in the group with duodenal ulcer 
is seen to be smaller than that in the other groups. 
Although the group with gastric ulcer is smaller, 
the mortality is higher. In the miscellaneous group 
with other gastrointestinal lesions, the mortality 
is significantly greater than in the duodenal ulcer 
group. One often hears about the danger of mas- 
sive hemorrhage from an arteriosclerotic vessel in 
older patients, but only one of the 92 patients offers 
evidence for such a terminal episode. This patient 
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was a 72 year old Chinese male with arterioscler- 
otic heart disease, hemoglobin 15 grams per cent, 
blood urea nitrogen 48 milligrams per cent, and 
positive serologic reaction. He was admitted and 
treated medically after vomiting coffee ground 
material. Autopsy showed a bleeding arteriosclero- 
tic vessel in a duodenal ulcer crater. The 10 pa- 
tients whose deaths were not primarily due to 
gastrointestinal hemorrhage had the following ma- 
jor diagnoses: pneumonia, 6; arteriosclerotic heart 
disease, 5; malignancy, 2; uremia, 2; myocardial 
infarction, 1; and cerebrovascular accident, 1. 

A list of chief complaints with their relative 
frequency in each of five diagnostic groups is 
presented in table 3. It is not surprising to note 
that the most frequent complaint with duodenal 


and/or gastric ulcer was black bowel movements; 
whereas abdominal pain or discomfort was the 
most frequent complaint with upper gastrointesti- 
nal neoplasms. 

Patients with gastric ulcer did not admit to 
vomiting coffee ground material but did give a 
history of vomiting blood twice as frequently as 
did those with neoplasm. Loss of weight was 
noted more often by patients with gastric ulcer 
than by those with neoplasm or duodenal ulcer, 
but loss of appetite was more often a symptom of 
neoplasm. The greater frequency with which ulcer 
patients complained of fainting, weakness, or 
dizziness is presumably due to the greater blood 
loss in this disorder than in neoplasms of the upper 
gastrointestinal tract. 


MaryYLAND STATE MeEpIcAL JOURNAL 








TABLE 4 o 
Deaths analyzed according to the use of digitalis and blood 














Therapy | Survived | Died (Per cent of total) | Total (Per cent of entire group) 
e Digitalis 21 7 25 28 ite. 
No Digitalis 53 VW 17 64 69 
Blood 53 10 16 63 68 
No Blood 21 8 27 29 32 
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The failure to mention bloody bowel movements 
by patients with neoplasms or gastric ulcer alone 
is noted, but the small number of patients with 
duodenal ulcer giving this symptom makes the 
difference insignificant. Three of the four patients 
with hiatal hernia complained of epigastric dis- 
comfort, which in two patients became worse on 
reclining; all four noted black bowel movements. 
This group is too small to draw conclusions re- 
garding the symptomatology of hiatal hernia. 

Records of the results of gastric analysis in 23 
patients are present. Free hydrochloric acid before 
or after histamine was not obtained in two of 
these, one having suspected gastric neoplasm, the 
other a subtotal gastrectomy. Another patient who 
had undergone subtotal gastrectomy for duodenal 
ulcer had 30° free hydrochloric acid. Twelve of 
the 25 gastric analyses in 23 patients showed free 
acid before histamine, a diagnosis of duodenal 
ulcer being made in eight of these, gastric ulcer 
in three, hiatal hernia in one, and carcinoma of 
the stomach in one. Free hydrochloric acid after 
histamine stimulation was noted in 11 patients, the 
diagnoses being duodenal ulcer in six, gastric ulcer 
in two, leiomyoma of the stomach in one. The 
presence of free hydrochloric acid was more the 
rule than the exception in this group of older gas- 
trointestinal bleeders, and it is apparent that the 
absence of free acid was rarely, if ever, a diagnos- 
tic aid in our series. 

Urinary uropepsinogen determinations, done in 
16 patients, were markedly elevated in three, all 
of whom gave clear-cut x-ray evidence of duo- 
denal ulcer. Intestinal bleeding in the remaining 
13. patients with normal uropepsinogen levels 
was attributed to gastric ulcer in three, neo- 
plasma in three, hiatal hernia in two, probable 
duodenal ulcer (healed by x-ray) in two, drugs 
administered in two, and a marginal ulcer in one. 
These results seem to indicate that elevated urinary 
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uropepsinogen associated with duodenal ulcer is 
found in a selected older group as has been re- 
ported in other series of younger patients. A 
higher percentage of patients in this series with 
more severe gastrointestinal bleeding were oper- 
ated on than those with a milder degree of bleed- 
ing. Only one patient in the mild category un- 
derwent surgery, this being for closure of a 
perforated peptic ulcer of the stomach. In the mod- 
erately severe group, seven patients were operated 
on, one of these being for closure of a per- 
forated ulcer. Thirteen of the patients with severe 
hemorrhage came to operation, however. All of 
this last group survived the immediate operative 
procedure, one succumbing postoperatively with 
wound infection, dehiscence, and evisceration and 
another dying at home four months after discharge. 


Table 4 subdivides the group according to 
whether digitalis and blood were given and wheth- 
er the patients survived or died. Approximately 
one-third received digitalis, and two-thirds, blood. 
The mortality was higher in those taking digitalis, 
which may simply reflect the higher incidence of 
heart disease in this group. The death rate was 
also greater in those not receiving blood than in 
those getting blood. Sudden massive blood loss 
was noted in only two of the eight patients, ab- 
sence of transfusion in the other six patients 
showing their primary problem to be in other 
realms. Each of the four deaths in the surgically 
treated group received blood, whereas only one 
received digitalis, 

The average age of the 21 patients undergoing 
surgery was 74.5 years, the survivors averaging 
74 years, and the deceased 76.5 years of age. 

It is of interest that two of the group left 
against advice, seven refused surgery, and one 
refused surgery and signed out against advice. 
Of the eight refusing surgery, one patient died 
shortly afterward under medical management. He 
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was a 91 year old male with a large gastric lesion 
seen on x-ray and electrocardiographic evidence 
of posterior wall damage, arteriosclerotic heart 
disease with bilateral pleural effusions, and a 
hemoglobin which rose from 6.4 to 8.4 grams per 
cent while he received 1000 cc. of blood and 250 
cc. of packed red cells. His death did not appear 
to be due to terminal blood loss. The other unco- 
operative patients do not seem to have suffered 
from their refusal of surgery, and it is enlighten- 
ing to see how well these people often do. 


Two patients are of particular interest because 
of their prolonged, stormy course with difficulty 
in localizing the site of hemorrhage. C.A., a 74 
year old Italian woman, was first admitted in 
August 1951 because of a complaint of epigastric 
fullness with nausea, vomiting, and tarry stools 
of two weeks duration. The hemoglobin was 5.8 
grams per cent; the stool was guaiac positive; 
gastric analysis produced 6° free hydrochloric 
acid, 38° after histamine; and x-rays showed an 
anterior wall duodenal ulcer with interval healing 
and residual cap irregularity. She received 11 pints 
of blood, the hemoglobin rising to 13.8 grams per 
cent. She was discharged improved on a medical 
program. 

She was readmitted in January 1952 for an- 
orexia and vomiting with a biopsy diagnosis of 
hepatitis, presumably of the homologous serum 
type. There have been 18 subsequent admissions, 
with a chief complaint of black stools, and six 
abdominal operations including removal of a cecal 
lipoma, appendectomy, ileotomy, subtotal gastrec- 
tomy, lysis of adhesions, jejunostomy, total gast- 
rectomy, esophago-jejunostomy, splenectomy, and 
resection of a portion of the ileum with ileo-ileos- 
tomy. Only seven feet of intestine remain. She 
was given approximately 258 pints of blood. Nu- 
merous attempts to localize the bleeding site, both 
during and after hemorrhage, failed. Mild esoph- 
ageal varices were once demonstrated by esopha- 
goscopy. Prothrombin time, bleeding time, venous 
clotting time, and platelet counts were normal a 
number of times. Liver biopsy in 1953 showed 
chronic viral hepatitis. A course of ACTH in 
1955 was attended by cessation of the bleeding, 
and she has recently been receiving small doses 
of steroids. 


C.G., another Italian woman, was first admitted 
in April 1951, at 71 years of age, having vomited 
clotted red blood. Stools were guaiac positive; the 
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hemoglobin fell from 9 to 6.2 grams per cent; 
prothrombin time was 52 per cent; alkaline phos- 
phatase 6.9 Bodansky units; bromsulfalein 21 per 
cent dye retention; platelet count 64,000; and up- 
per gastrointestinal x-ray series showed prepyloric 
deformity. At laparotomy no ulcers were seen, the 
liver was firm and nodular in keeping with Laen- 
nec’s cirrhosis, and portal vein pressure fell from 
240 to 150 mm. water following ligation of the 
splenic artery. She improved with cessation of 
melena and a rise of the hemoglobin to 13 grams 
per cent. There have been seven subsequent ad- 
missions with guaiac positive stools on each oc- 
casion, a biopsy diagnosis of post-necrotic cir- 
rhosis, the finding of a grade IA adenocarcinoma 
of the cecum with a right colectomy in 1956, and 
x-ray evidence of a pre-pyloric and a duodenal 
ulcer as well as diverticula of the colon. Her med- 
ical condition was not considered good enough to 
subject her to a shunt procedure, and in 1957 she 
refused surgery for the duodenal and gastric ul- 
cers. In spite of electrocardiogram evidence of 
severe coronary artery disease, she has tolerated 
repeated episodes of gastrointestinal bleeding and 
has recently stabilized with fewer blood trans- 
fusions than were required early in the course 
of her illness. The low platelet counts noted on 
several admissions have improved during hospital- 
ization, and similar improvement in the bromsul- 
falein excretion has frequently been observed. 
Following splenic artery ligation this patient sur- 
vived many episodes of gastrointestinal hemor- 
rhage from different sites with varying lesions 
while being managed medically. 

It is apparent that the care of aged gastroin- 
testinal bleeders must be individualized and 
planned by weighing many factors, such as the 
patient’s physiological age and personality type, 
available surgical, anesthetic, and nursing skills, 
and adequate blood bank facilities. Close coopera- 
tion between physicians and surgeons is essential 
to the optimum care of this fascinating group of 
patients. 


105 Chesterfield Avenue 
Centreville, Maryland 


REFERENCES 
. Crohn, B. B.: J.A.M.A., 151:625-629 (February 21), 
1953. 
. Dickson, R. C.: Postgrad. Med. 22:1 (July), 1957. 
. Manson, T. J.: J. Tennessee M.A. 50:11 (November), 
1957. 


MarYLAND STATE MEpIcAL: JOURNAL 





A RUSSIAN 


Personal observation on life and 


Amos R. Koontz, M.D.§ 


Y WIFE AND I, in the summer of 1958, left 
Helsinki by Russian train for Leningrad. 
We traveled ‘“‘soft class,” which means that we 
had upholstered seats rather than hard wooden 
seats—really first class. We had a compartment 
all to ourselves and were quite comfortable, ex- 
cept for the heat. The engine was a coal burner; 
so all the windows were kept closed, and there 
was no air conditioning. The compartment was 
clean and comfortable, however. It had permanent 
upper and lower berths, a table, and an extra seat 
across the compartment from the berths. Both the 
lower berth and the chair were too wide to sit on 
comfortably. A small clothes closet stood in one 
corner of the compartment. Lovely Oriental rugs 
covered the floor, both in our compartment and in 
the aisle of our car. The curtains were of silk and 
velvet. The Russians are apparently a frugal peo- 
ple, however; for there were no lights in the train 
until it got dark, which was not until 11:30 P.M., 
and not very dark then—in that latitude in early 
July. Even then we had to ask that the lights be 
turned on to enable us to read. 

Each car was sealed off at the end, making it 
impossible to walk from one to the other. The 
train was long, and the diner was many cars for- 
ward from our car. To get to the diner, we had 
to race for it at a station stop, have lunch between 
stations, then race back to our car at another sta- 
tion stop. This caused us a little concern, because 
we did not want to be left at an isolated station 
sans baggage and sans means of communication 
other than sign language. The lunch in the dining 
car was indifferent, as are most Russian meals. 
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H ARTICLE OF INTEREST 


EXPERIENCE 


people behind the iron curtain. 


We had been wondering what would happen 
when we reached the Russian frontier. We soon 
found out. Several Russian officials came into our 
compartment and required us to sign a number 
of documents. I was asked what money I had. I 
told them how much I had in American dollars, 
in traveler’s checks, and in rubles (which I had 
bought at my bank in Baltimore). The Russian 
officials seemed to accept my declaration. Much to 
our surprise, only one of our bags was opened— 
one of my wife’s. The Russian officials took a copy 
of the Reader’s Digest and some Finnish sheet 
music, which my wife had bought in Helsinki. An 
hour later they returned them. Presumably they 
had found nothing anti-Russian in them and so 
let us keep them. It is fortunate that the copy of 
the Reader’s Digest was not one of a previous is- 
sue, in which there was a strong anti-Russian 
article. 

I was not so fortunate as to my rubles. One 
official came back and demanded my rubles. I 
asked what he was going to do with them. He 
replied that he was going to keep them, that it was 
illegal to bring rubles into Russia. I asked if their 
money wasn’t good any place. He could have said, 
“Nyet,” but he didn’t deign to reply. He simply 
took my rubles and gave me a receipt for them, 
which I am keeping as a souvenir; it is no good for 
anything else. 

One of the Russian officials peered under our 
lower berth and into the small clothes closet. May- 
be they thought we were trying to smuggle the 
Pentagon into Moscow. 

We reached Leningrad after midnight and were 
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met by a shabby Intourist Bureau man, who took 
us to our hotel, the Europa. There were no street 
lights, but it was not very dark.. We were told 
that they never use street lights during their short 
summer, as the Russians like to enjoy the “white 
nights.” 

Every hotel in Russia has a large Intourist of- 
fice. This is the official Russian government travel 
agency, which handles all tourists. Since the hour 
was late, the Intourist office at the Europa was 
manned by only one person—a plain, dour, curt 
wench, who seemed annoyed at having to bother 
with us. During our stay in Russia, we found 
most of the Intourist personnel agreeable, but 
there were always a few of the same disposition 
as the one we first encountered. No matter what 
they were like, it was almost impossible to carry 
on a connected conversation with any of them. 
Some Russian invariably came along, butting in 
to ask a question, never saying “by your leave”; 
and the Intourist representative never indicated 
that she was otherwise occupied and couldn’t talk 
with him then. She allowed anyone to break in at 
any time; so conversations were always discon- 
nected. This lack of orderliness was most annoy- 
ing, often making one forget the questions one 
had intended to ask. I eventually concluded that 
the Russians were incapable of an orderly way of 
life. 

Intourist guides were frequently late, and they 
made no excuse for their tardiness. Once on the 
job, though, they were attentive and were willing to 
work late, often volunteering to stay through the 
evening with us. There was one exception, a plain, 
coarse, peasant type, who arrived one morning an 
hour late and made no apology for it. When we 
started out, she informed us that she had been 
promised a short day. I told her to take that up 
with her employers, as I had paid for a full day’s 
sightseeing and expected it. She changed her atti- 
tude. Although we never allowed the guides to stay 
through the evening, we always took them to lunch 
with us, and often to dinner, because we wanted 
to pump from them all the information we could 
about “what goes” in Russia. 

It must be said that the Intourist Service, on 
the whole, was good. We could have a car, chauf- 
feur, and guide almost any time we wanted it. 
If we were going to the theatre in the evening, 
Intourist furnished a car and chauffeur to take us 
and to call for us afterwards. Seldom did the same 
chauffeur take us and call for us, but never did he 
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fail to find us in the Russian crowd when the 
theatre was out. Of course, our dress was entirely 
different from that of the Russians, which I shall 
explain later; but then there were other tourists 
also. 

With all, however, there was no evidence of the 
fine organization which one finds in tourist bu- 
reaus in most western countries. One morning 
when our guide called for us in the hotel Intourist 
Office, the Intourist girls rushed us off (in fact, 
almost pushed us out of the hotel) because our 
car was waiting. We were not given time to talk 
with the guide (new that day) to tell her where 
we had been the day before; as a result, after we 
were well on our way, she had to go back to the 
Intourist Office to get tickets for the places we 
were going to that day. A great many of the 
public places are open only on certain days, but 
our guides never seemed to have this information; 
as a result, we made several fruitless visits to closed 
buildings. ; 

Our guides were changed frequently. We had 
one (a man) in Leningrad whom we especially 
liked and wanted to keep. Although Intourist prom- 
ised to let us keep him, the next day he was sent 
off on another mission. We suspected that they did 
not want us to become too well acquainted with 
any guide. During our last four days in Moscow, 
however, we had one guide all the time. She was 
a slender, rather pretty girl of 22, although her 
face was broad and she had a little fuzz on her 
upper lip. I predict that in ten years she will be 
as broad in the face and in the rear as her sister 
Russians. She was a pleasant person and was with 
us always for lunch and usually for dinner. On 
our last day she went up to our suite with us after 
dinner. (We found that some of our guides were 
afraid to do this.) We had to pack and catch an 
early plane the next morning, but the girl hung 
around. She really seemed to like us, and we liked 
her. We asked her to come to visit us in Baltimore. 
Although she replied that she would love to and 
that maybe she would sometime, we knew that she 
had about the same chance as a proverbial snow- 
ball. At any rate, she said that she was glad to 
have gotten to know what some Americans were 
like. We parted, I think, with mutual regard al- 
most akin to affeciton. 

Our suite at the Europa consisted of a vestibule, 
parlor, bedroom, and bath. (We had asked only 
for a twin-bedded room with bath). The parlor 
was large, furnished with a good deal of ancient 
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upholstered furniture, a large round table with 
several straight chairs, and a large desk. It looked 
like a board room. The bedroom was small, but 
ample, with twin beds. There were no bed lamps. 
The bathroom was large and had antique fixtures 
and leaky plumbing. The plumbing worked, except 
that occasionally there was no hot water. The 
towels were small, not numerous enough, and were 
not changed every day. We discovered the accom- 
modations to be about the same in the other hotels 
which we visited in Russia. 

Although the Europa was shabby and drab, one 
could tell that it had once been a first class hotel. 
The corridors were so poorly lighted that one al- 
most had to grope one’s way along them. By the 
time we got settled in the Europa, it was about 
2:00 A.M. As the Russian supper is one of their 
four standard meals, we decided to go to the Sup- 
per Room, on the fifth floor. Our room was on 
the second floor, and the elevators were not run- 
ning. We walked up, but the effort was hardly 
rewarding. 

All but one of the hotels we saw in Leningrad 
and in Moscow were of the same type as the 
Europa. They were all built in Czarist days and 
were fine edifices structurally. It was obvious that 
they had been first class hotels during the old re- 
gime, but they are now definitely second rate. The 
plumbing hasn’t been changed, nor has most of 
the furniture been changed. The service is poor, 
and the food is poor. Of course, the caviar is uni- 
formly good but quite expensive, even in Russia. 
Their menu cards are uniform throughout all the 
hotels; they consist of a padded folder with a 
number of pages on the inside giving the menu 
in Russian, English, and French. All the menus 
are greasy from long use. Only one menu card is 
furnished for each table regardless of how many 
people are seated at the table. As soon as the order 
is given, the menu is snatched away and taken to 
some other table. Only about a tenth of the items 
on the menu can be obtained. 

Most of the food we ordered was poor. We soon 
learned that there were three dishes that were uni- 
formly good; so we ordered them whenever we 
could. They were: cabbage soup (borshch), beef 
strogonoff, and chicken a la Kiev. The Russians 
have four meals a day: breakfast (late), dinner 
(generally any time between 2:00 P.M. and 5:00 
P.M.), tea, and supper (just before bedtime). 
Chinaware and glassware were uniform in all the 
hotels, which makes it simpler for the State. 
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The one hotel we saw that was different from 
all the rest was a new one the Russians have built 
in Moscow, the Ukraine. It is huge (the Russians 
claim it is the largest hotel in Europe), but the 
outside is drab. We did not go into it; a friend of 
mine who had stayed there said it was second class, 
as were all the other hotels. 

With few exceptions all the Russian people we 
saw were distinctly the peasant type. They have 
great thick bodies and big square heads. We saw 
only about a half dozen people who appeared to 
have a spark of gentility in them. Apparently most 
of the genteel Russians have either been killed or 
driven out of Russia. 

Russian clothing is unbelievably poor. Their fav- 
orite color seems to be a drab brown. This goes 
for both men and women. Women were seen on 
the streets wearing coarse sweaters and skirts; 
men with brown shirts, open at the neck, and 
brown trousers, no coats, and suspenders showing. 
The best dressed people we saw were the Intourist 
people. There is probably a propaganda reason for 
this, but even some of them were poorly dressed. 
Some had becoming shirtwaists and skirts. One 
girl in an Intourist office, who had on a pleated 
skirt, raised her skirt every time she sat down and 
sat on her petticoat to keep her pleats from being 
ruined. The hairdos were almost uniformly terri- 
ble; it might be more accurate to say that they 
were non-existent. I saw a few young girls in the 
Intourist Bureau with becoming bobs. 

There are great swarms of people on the street 
all the time, all day and as late at night as we were 
up. Why? Probably because their homes are so 
poor and so crowded that any place is better than 
home. They generally walk very fast, staring 
straight ahead with an intent look. 

The movies, theatres, and operas are also 
crowded. The prices are low. Their public parks 
and public buildings are always crowded. Most of 
the old palaces are now museums, which are al- 
ways crowded with Russians walking through, 
stupidly gazing at the old treasures, apparently 
ignorant of what they are all about. The marvelous 
parqueted floors of the beautiful Winter Palace 
have been reduced almost to splinters by the heavy 
boots of the cloutish proletariat. One can some- 
times detect an attitude of “Now all of this belongs 
to me.” . 

The automobile traffic is not comparable to that 
in any large western city. One can cross the street 
safely in the middle of the block anvwhere at al- 
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most any time. Pedestrians invariably stop for 
motorists, even at crossings; however, both pedes- 
trians and motorists are considerate of one another 
and each tries to avoid the other. Their manners 
in this regard are certainly better than ours. But 
our heavy traffic compels some compliance with 
rules. So far as I could make out, the vehicles 
on the streets were principally taxicabs, govern- 
ment cars, and automobiles belonging to Soviet 
officials of high enough rank to be furnished a car. 
Certainly the average Russian cannot afford to 
buy one. A Volga (comparable to our low-priced 
cars) sells for $4,000. A Zim (comparable to our 
Buick) sells for $4,500. A Cadillac sells for $12,- 
000. As the average Russian’s salary is $70: to 
$100 a month, it is obvious that few Russians can 
afford private cars. I didn’t see a single car in 
Russia, Poland, or Czechoslovakia with an auto- 
matic gear shift. 

The cities have largely been ruined by the huge, 
boxlike, and uniform apartment houses erected by 
the Russian government. These buildings are dull 
in appearance and apparently are poorly con- 
structed. Even though new, some of them are al- 
ready falling apart. One had a canvas sling under 
the eaves to keep falling debris from injuring the 
passers-by on the sidewalk. Of course, many of 
the old buildings, all of them dating from Czarist 
days and many of them ancient, are beautiful and 
picturesque. Leningrad was obviously a beautiful 
city before it was cluttered up with so many box- 
like apartment houses. I was especially interested 
in driving along Nevsky Prospect and the Neva 
Embankment, about which I had read for so many 
years. There are few cathedrals with onion domes 
in Leningrad, most of the cathedrals there re- 


flecting Italian influence. This is probably due to. 


the desire of Peter the Great to westernize Russia. 
Onion domes are a common sight in Moscow, how- 
ever. 

On our first day in Leningrad, we bought tickets 
for the opera (Rigoletto). We asked our guide if 
they dressed for the opera in Russia. He an- 
swered, “Oh, yes.” We later found out that he 
simply meant that the people did not go naked. 
They wore the same miserable clothing that we 
encountered on the streets; the same drabness, the 
same coarse sweaters, the same brown shirts with 
collars open, and the same exposed suspenders. As 
we did most of our traveling by air, we kept our 
baggage light and carried no evening clothes. I 
did, however, put on a dark suit; my wife, a cock- 
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tail dress. We found that we were by far the best 
dressed people in the audience, barring the few 
other tourists. The opera was performed by a Rus- 
sian cast and was excellently done. The voices and 
the acting were superb; the costumes were fine, as 
were the stage settings; and the orchestra was one 
of the best we had ever heard, The opera house 
itself, built by the czars, was huge and beautiful. 
It had four tiers of balconies and four tiers of 
boxes. With such a grand physical setting and 
such a fine opera, it seemed grotesque to see the 
house packed with peasant-type people in frightful 
clothes. Maybe a little kultur will soak in on them. 

The Russians are strong for the theatre in gen- 
eral and, of course, for the ballet. The Bolshoi 
ballet was in Paris when we were in Russia, but 
there was a Siberian opera company playing in 
Moscow. The company was said to be superb. We 
tried to get tickets, but the house was sold out. 
We did see Obratzov’s puppets, which were mag- 
nificent. We thought we had seen good puppet 
shows in France, but these were by far the best 
we had ever seen. The puppets were large, almost 
life-sized, and the performance—Unusual Concert 
~—was, indeed, unusual. It had dancing, juggling, 
singing, piano and violin playing, and conversa- 
tional repartee, which I am sure we would have 
found most amusing had we understood Russian. 

We went to see Dostoyevsky’s “Idiot” in the 
movies. The acting, costumes, and stage settings 
were excellent; but it was inferior technically to 
our movies. Four times mechanical difficulties 
caused blackouts; once the period was so long that 
the theatre lights had to be turned on. Group con- 
versation was not good; and generally only the 
head of the person speaking was shown, which 
detracted from the general conversational effect. 

The Cinerama of the Soviet Union, which 
showed views throughout the entire Union, was 
good. 

Apart from Russian industry, so far as we 
could observe, the Russians have built nothing new 
except apartment houses, schools, and the Metro 
in Leningrad and Moscow. Everything else dates 
back to Czarist days. The Metro is beautifully 
built, with elaborate stations, and it operates effi- 
ciently. Trains run from 1% to 3 minutes apart, 
depending upon the time of day, and they are fast 
and clean. As a rule, there is a place for everyone 
to sit down, but there are some strap hangers. In 
each instance when my wife could not find a seat, 
a Russian—rough looking and shabby—got up and 
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gave her his seat. All is not gold that glitters, and 
all is not drab that seems so. 

As an example of what the Russians have done 
in education, consider the new University of Mos- 
cow. This has 38 buildings with 45,000 rooms. 
The largest building (one of the largest I have 
ever seen) has a center 33 stories high with two 
wings of 18 stories each. There are 22,000 rooms. 
Obviously, the Russians go in for education in a 
big way. Entrance to the university is competitive 
and depends on the student’s grades. In fact, if 
students in either secondary schools or universities 
do not do well, they are simply dropped and put 
to work. This system provides every incentive for 
them to be zealous in their studies. Women, while 
enjoying equal rights with men, also have equal 
responsibilities. They have to work whether they 
are married or not. As a result, a great many 


‘ women study hard so as to be able to go into 


professions, such as medicine and engineering. 
Seventy per cent of Russia’s doctors are women. 

We were amazed at the Russian art. There is 
a large museum in Leningard and another in Mos- 
cow devoted entirely to Russian art, both paintings 
and sculpture. The Hermitage Museum, now 
housed in the Winter Palace, contains a great many 
paintings by the western European masters. We 
did not spend much time there, for we had been 
in most of the great museums in western Europe. 
We wanted to concentrate on the Russian art, very 
little of which we had ever seen before. Both their 
paintings and their sculpture were magnificent, but 
practically all of it is pre-Revolutionary. It is sur- 
prising that it is so little known outside of Russia. 

We have often been asked whether we were 
under surveillance while in Russia. We weren’t so 
far as we knew at the time, but I am sure we must 
have been. We noticed that wherever we were, the 
Russians as a body gazed at us intently. Their gaze, 
however, was furtive, and if they saw us looking 
at them, they would quickly look away. Maybe 
they were simply staring at our clothes, which 
were so different from theirs. They are particularly 
clothes conscious, especially with regard to shoes. 
John Gunther said that if Marilyn Monroe walked 
down the streets of Moscow without any clothes 
on, the Russians would look first at her feet. I 
don’t think they are quite that bad. 

While we were in Moscow, a Swedish woman 
was arrested because she was observed taking pic- 
tures in the same square on two days in succession. 
She was put in jail and questioned continuously 
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for two hours. The Russians thought she was tak- 
ing panoramic pictures. The square had no sig- 
nificance, so what difference did it make if she 
had been taking panoramic pictures? But that is 
the way the Russians act. After two hours of ques- 
tioning they seemed to be satisfied and turned the 
poor woman loose. 

One day when we were in a hotel restaurant for 
tea, we encountered difficulty in making the waiter 
understand us. A Russian doctor sitting at a nearby 
table with her husband came over to our table to 
help us. After the assistance with our order, we 
engaged in a pleasant conversation. Suddenly, 
right in the middle of our conversation, without 
excusing herself at all, she jumped up and went 
back to her table. We wondered what had bitten 
her. Probably she spied some official and did not 
want to be seen talking to Americans. 

In going through Lenin’s country home at 
Gorki, about an hour’s drive from Moscow, we 
noticed that we were being followed everywhere 
by a Russian couple, apparently attached to the 
place, although we had an Intourist guide with 
us. Perhaps they thought we would try to steal 
Lenin’s ghost. 

All our guides were apparently well indoctrinat- 
ed with Communist dogma. I am sure they would 
not be with Intourist if they were not. We made it 
a point to ask them all whether they attended or be- 
longed to any church. All of them replied in the 
negative. They were following the Communist line. 

One day, while in the Russian Art Museum in 
Leningrad, we were looking at a large canvas done 
by a Russian while studying in Italy. It depicted 
a Russian political chieftain, who in a fight had 
killed his rival chieftain, who also happened to be 
engaged to his sister. His sister protested against 
the killing of her fiancé; so the chieftain killed 
her. Our guide explained, “That is right. The 
State comes first, not the individual.” My wife 
said, “I think he was a scoundrel.” I made no com- 
ment; but as soon as I got my wife alone, I in- 
structed her in the future to make no comment 
either—I wanted to get out of Russia. 

On another day, while we were going through 
a museum in Moscow, a middle aged, genteel look- 
ing, Russian woman (one of the few I saw) came 
up to me and asked if I was an Englishman. On 
telling her that I was an American, she said, “We 
like the English and the Americans very much. 
We are not going to do you any harm, and we 
hope you won’t do us-any harm either.” Her ap- 
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pearance and voice had all the ring of sincerity. It 
seemed obvious to us that the Russian people had 
been indoctrinated with the idea that Americans 
are aggressive imperialists who are apt to declare 
war on them at any time. We got the distinct im- 
pression that the Russian people do not want war. 
What their leaders want is anybody’s guess, but 
we have every reason to believe that they expect 
to conquer us by peaceful, not military, means. 

When the woman told me that the Russians were 
not going to do us any harm, I felt like saying, 
“Why then did Khrushchev say only a few months 
ago that he was going to bury us?” I also was 
tempted to remind her of Lenin’s statement, in 
1903, that the Communists would gain world domi- 
nation by fair means or foul; that any means jus- 
tified the end—lying, deceit, murder, treaty break- 
ing, or whatever it took. So far as wé have been 
able to determine, the Communists have not de- 
parted one iota from that line since 1903. 

The fact that they have violated 50 of their last 
52 treaties shows that there has been no deviation. 
I wanted to quote to her Mr. Khrushchev’s state- 
ment of September 17, 1955: “If anyone thinks 
that our smiles mean the abandonment of the teach- 
ings of Marx, Engels, and Lenin, he is deceiving 
himself cruelly. Those who expect this to happen 
might just as well wait for a shrimp to learn how 
to whistle.” I also felt like quoting the statement 
of a Soviet official made in 1931: “War to the hilt 
between communism and capitalism is inevitable. 
Today, of course, we are not strong enough to 
attack. Our time will come in 20 or 30 years. To 
win we shall need the elements of surprise. The 
bourgeoisie will have to be put to sleep. So we 
shall begin by launching the most spectacular peace 
movement on record. There will be electrifying 
overtures and unheard-of concessions. The capi- 
talistic countries, stupid and decadent, will rejoice 
to cooperate in their own destruction. They will 
leap at another chance to be friends. As soon as 
their guard is down, we shall smash them with 
our clenched fist.” I wonder if my Russian friend 
had ever seen these flattering statements about us 
made by her compatriots. 

I do not believe that there is anything inherently 
wrong with the Russian people. Of course, they 
are'entirely ignorant of what goes on in the out- 
side world, for they get only such news as the 
Russian government sees fit to give them. The 
actions of the Russian officials need no comment 
from me. The newspapers are full of their ex- 
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ecrable actions and sayings every day; the trouble 
with Berlin, the Hungarian massacre, the shoot- 
ing down of our unarmed planes, to name a few. 
Only recently, the son of the present Russian am- 
bassador to the United States went back to Russia 
and told the Russian people that the New York 
Stock Exchange was a “trap to convert the savings 
of ordinary Americans into profits for the trusts 
and banks.” Of course, he knew that statement 
is a lie, but he was following the Communist line 
that the end justifies the means. 

I visited several hospitals in both Leningrad 
and Moscow. I found the Russian doctors courteous, 
obliging and anxious to show me everything. I had 
been told by Intourist that I could not visit a hos- 
pital without an appointment, but I decided to try it 
and see what happened. I walked into a Russian 
hospital, asked for the director, and was promptly 
ushered into his office. I told him that I was an 
American surgeon and that I would like to see his 
hospital and some of their surgery. He was most 
obliging and not only showed me the hospital but 
took me to the operating rooms and stayed with 
me while I watched several operations. 

All my other visits to hospitals were by ap- 
pointments made by Intourist. The Russians have 
accomplished nothing new in surgery so far as I 
have been able to ascertain either from the medical 
literature or from my personal observations. The 
surgery I saw was good, but one can see as good 
surgery in almost any small town in the United 
States. They are so anxious to appear progressive, 
however, that they have invented two rather amaz- 
ing machines. One is a machine for end-to-end 
suture of blood vessels, and the other is a sewing 
machine for the stomach. I did not see either of 
these machines used in any operation; in fact, they 
are too big and cumbersome to get into the spot 
in the body where they would be useful, but a 
demonstration was given for me in the director’s 
office. The doctors brought a severed artery and a 
stomach into the office and showed me how the 
machines worked. The suturing was perfect, but as 
far as I could make out, the machines were useless 
insofar as practical application in actual opera- 
tions was concerned. It struck me as being more 
of a demonstration of how the Russian mind works. 
Everybody in Russia works for the government, 
so the government had put several engineers and 
several surgeons to work in inventing these ma- 
chines. They worked several years on them. Now 
they have them and simply use them in the direc- 
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tor’s office té demonstrate what they can do, but 
apparently do not use them at all in the operating 
room. One would have to be naive indeed to be 
impressed by such an “advance.” 

All the hospital buildings I saw were old and 
shabby, dating back to the Czarist era. The beds 
in the wards were poor by our standard of hospital 
beds. The wards were disorderly and poorly 
equipped, but the operating room equipment was 
excellent. 

We went into several Russian stores, including 
the huge GUM Department Store, which is just 
across the street from the Kremlin. The GUM is 
said to be the biggest department store in the world. 
It dates back to the Czarist regime. It is a tremen- 
dous building with a huge glass dome and numerous 
inside bridges connecting various parts. There are 
plenty of consumer goods, but few people buying, 
although there were huge crowds passing through, 
as in all the other public places. Prices were more 
than twice as high as in the United States. A pair 
of nylon stockings was $4.20, compared with $1.65 
here, and of poorer quality. A pair of simple san- 
dals, such as women wear on the beach here, was 
$15. A small bar of chocolate was $1.85. No won- 
der the average low income Russian is so poorly 
dressed. The Soviet government keeps dangling a 
plum before the eyes of the populace—consumer 
goods will be available for everybody at a low price 
in a few years. Meat is scarce, so the Russians get 
it only about once a week. They are told by their 
government that carbohydrates are good for them 
and will build them up into strong people and that 
Americans have so much heart disease because they 
eat so much meat. 

We spent an hour and a half watching a fashion 
show in their best dress shop. The dresses ex- 
hibited in the shop were nothing to brag about. In 
the fashion show were four girls and one man. 
One of the girls was about 13 years old and showed 
youth’s clothing. Two of them appeared to be in 
their early twenties, had good figures, but were 
not pretty. The fourth was an older, heavy woman 
with a big belly and a broad derriere. Someone 
was on the runway at all times during the hour 
and a half of the show. While one was modeling 
an outfit, the others were changing. They showed 
coats, suits, house and street dresses, and sport 
clothes. Finally, each of the grown girls modeled 
an evening dress, only one of which was worth 
looking at. Our guide told us that the Russian 
people did not dress up for parties. It was obvious 
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that they did not dress up in the daytime either. 
The stockings were defective; in fact, we saw 
nothing that a-well dressed woman in this country 
would be seen in except some simple cotton print 
dresses, which were attractive. We didn’t see any 
Russians wearing any of these dresses, except that 
one of our guides wore one on one occasion. 

The man in the fashion show modeled overcoats, 
suits, sportswear, shoes, and one tuxedo. He wore 
a checked tie with the tuxedo. His black shoes did 
not lace up but had rubber in the sides. He wore 
one pair of shoes with all the other things he 
modeled, and that pair was mouse colored and as 
slick as patent leather. His socks were gray. Both 
pairs of shoes squeaked. No well dressed man in 
this country would have worn any of the garments 
he modeled except, possibly, the tuxedo. 

All stores in Russia are closed on Thursdays to 
give the employees an extra day off. Also, all stores 
except the department stores close an hour for 
lunch. 

The huge Agricultural Exhibit in Moscow 
(founded in 1952) is built on the order of a 
world’s fair. Just inside the entrance is the Pavilion 
of the Soviet Union, beyond which is a beautiful 
long court with lovely fountains and golden figures. 
At the far end of the court is the Pavilion of the 
Ukraine, and on each side of the court are pavilions 
for the other 14 republics of the Soviet Union. 
On lateral streets are many other pavilions, such 
as those for the Academy of Sciences, Industry, 
Chemistry, Paper, Atomic Energy, Model Nur- 
sery, Cotton, Cows, Horses, Pigs, Chickens, Flow- 
ers, Meat, and Wild Animals. 

The layout is really splendid. The pavilion of 
each republic exhibits the agricultural, mineral, 
fur, and other resources of that republic. Each 
pavilion is built of marble and other stone from 
the republic which it represents. The exhibits are 
wonderfully impressive. All have large billboards 
replete with figures giving a comparison of the 
production in the Soviet Union for various crops, 
both as to the total and as to the yield per hectare, 
with that of other countries. For instance, the yield 
for cotton was given as follows: 

U.S.S.R. —20 units per hectare 

U.S.A. —13 units per hectare 

Brazil — 8 units per hectare 
In spite of the fact that they claim to be ahead of 
us in many things, the Soviets are constantly urg- 
ing their people to catch up with the U.S.A. in 
production. The objects of the whole show are 
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to illustrate. to the people what the U.S.S.R. has 
and-to stimulate better production. 

We got a good view of the Russian countryside 
between the Finnish border and Leningrad, be- 
tween Leningrad and Moscow, and between Mos- 
cow and the Polish border. It was unimpres- 
sive, consisting mostly of woods and flat fields of 
grass. There were few good roads. Russian vil- 
lages are attractive, consisting of a large house, 
in which the landlord of the village formerly lived, 
and a number of small, picturesque log houses 
with ornamental window frames, where the serfs 
formerly lived and latterly the peasants. The Rus- 
sians plan to tear them all down and replace them 
with apartment houses; so the people will all be 
living in barracks, sooner or later. The isolated 
farmhouses in the country, which were not in vil- 
lages, were flimsy frame structures. 

We visited a few collective farms, which also 
were unimpressive. Most of the fields were in 
hay, a few in wheat and oats. There were large 
fields of cabbage. Very few workers were seen 
on the farms, and we saw no modern farm equip- 
ment. We were not in the Ukraine, however, 
which, of course, is their prime farming country. 

We flew from Moscow to Warsaw in a two- 
motored Russian plane. There was little air traffic 
at the airport and few passengers—only five on 
our flight. The stairway to our plane was very 
rickety indeed. The stewardess spoke German but 
no English. 

Immediately across the Polish border, the aspect 
of the countryside changed completely. We left 
behind the long expanses of flat, monotonous 
grassy fields and flew over beautifully cultivated 
farms, similar to those seen in the best farming 
areas in this country. The difference was amazing! 

The contrast was even more marked in Czecho- 
slovakia. This country was really lovely—rolling, 
beautifully farmed, with most attractive forests 
entirely cleared of underbrush. The villages also 
were attractive, having many substantial houses, 
such as those of ‘Western Europe and entirely 
unlike those of Russia. 

The people in both Poland and Czechoslovakia 
were much better looking than the people in Rus- 
sia and were smartly dressed, especially the Czechs. 

The attitude of the Poles and Czechs was en- 
tirely different from that of the Russians. They 
were much franker and spoke their innermost 
thoughts more freely. Of course, there are un- 
doubtedly some thoroughly indoctrinated Com- 
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munists in Poland and Czechoslovakia, but we 
encountered none. It is difficult to tell how many 
Communists there are in Russia, because they have 
been subdued so long and are so well disciplined 
that they will not talk. We do know that in a 
country of almost 200 million people, there are 
only three million members of the Communist 
party. They want to keep the party small and well 
disciplined. Lenin’s great contribution was his 
principle of the dedicated few. He said “the fewer, 
the better.” He formed a party of professional 
revolutionaries subject to military discipline. He 
rejected the idea of a popular party and insisted 
that no one could be a party member unless he 
was under complete discipline. 

We soon learned that our guides in Poland and 
Czechoslovakia would not talk before the chauf- 
feurs. They were never sure whether the chauf- 
feurs were Communist stooges who would report 
what they said, which might result in their losing 
their jobs or being thrown into jail. Our first 
guide in Poland had served in the Polish under- 
ground during the German occupation, had been 
captured and thrown into the Dachau Concentra- 
tion Camp for five years. He was liberated by 
Patton and rehabilitated in the U. S. Army Hos- 
pital in Munich. When we questioned him in front 
of the chauffeur, his answers were guarded and 
noncommittal. As soon as we got him by himself, 
however, he spoke freely, and it was obvious that 
his hate of the Communists was genuine. 

On our first day in Prague we had a middle- 
aged woman as a guide. Soon after leaving our 
hotel, we passed a huge golden statue of Stalin, 
about as high as a three or four story building. 
I asked the guide if the Czechs admired Stalin. 
In obvious embarrassment, she replied that they 
now called that the monument of friendship be- 
tween the Czechs and the Russians. Later, away 
from the chauffeur, she told us that the Russians 
had forced the Czechs to erect that statue and that 
they resented it fiercely. She said that they could 
have built three hospitals for the amount of money 
the statue cost. The guide’s husband had been in 
the diplomatic service. When she took us through 
the magnificent old castle, perched picturesquely 
high on a hill on the left bank of the Vitava, she 
proudly pointed out the beautiful Spanish Hall, 
where she had attended many fashionable balls in 
the old days. Now, in order to see this hall, one 
has to elbow himself through the same stupid- 
faced rabble which thronged every public place 
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we visited behind the Iron Curtain. They feel that 
these places now belong to them. I could not help 
thinking of Little Jack Horner, who sat in a corner 
eating a Christmas pie, stuck in his thumb and 
pulled out a plum and said, “What a big boy am I.” 

Our guide told us that when the Russians took 
over in Czechoslovakia, she and her husband had 
had a large apartment. Soon afterwards, without 
being given any notice, they were told to make 
ready to move in two hours. They had 4,000 books, 
numerous paintings, and a great deal of furniture, 
most of which they had to give away or sell at 
a great sacrifice. They did actually move within 
two hours into two rooms with no central heating, 
no facilities for cooking, and no bath. They had 
to share a bathroom with another family, who kept 
it so filthy that they couldn’t use it, so they used 
that of some friends. They used Sterno for cook- 
ing. She and her husband lived in those two rooms 
until he died, and she still occupies them. She 
related that during her husband’s illness, the medi- 
cines came from America, but that, of course, they 
were free. I remarked that nothing was free— 
there is no such thing as a free lunch, someone 
always pays for it—and that they were paying 
through the nose for their free medicine. She 
agreed and felt sad about it. 

Her relatives are all in Vienna, and she would 
love to go there to live; however, she is not allowed 
to leave Czechoslovakia because she has no family 
there. If she had, she would have been allowed to 
go, because then if she said anything against the 
Communist regime, the members of her family left 
behind would be punished for it. The threat of 
such retaliation would act as a deterrent to her. 


Our guide’s family in Vienna send her second- 
hand clothing, often worn only once so the gar- 
ment will show a laundry mark. They are not 
allowed to send her new clothing. If they send her 
food, she doesn’t get it. 

Prices are terribly high. Butter is $3.50 a pound, 
the cheapest coffee, $10 a pound, and a simple 
dress, $100. 

In a Prague restaurant for lunch one Sunday, 
a Czech middle-aged couple came in and asked 
if they could sit at our table. We learned that they 
were cultivated people; the man had been a lawyer 
in pre-Communist days but is now forced to work 
as a common laborer. He has an uncle who is a 
professor in one of the leading American univer- 
sities. His uncle had recently visited in Prague 
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and was amazed, but, of course, he could do noth- 
ing about the, situation. 

We were told that things were much the same 
in Czechoslovakia after World War II as before, 
until the revolution of 1948 (Communist in- 
spired), at which time Benes was deposed and 
Jan Masaryk (son of the former President) com- 
mitted suicide. Then everything changed. 

I visited a hospital in Prague on two successive 
mornings. On the first morning a nurse gave me 
a large white coat, somewhat soiled and with a 
half burned cigarette in one pocket. The surgeons, 
however, were friendly and did excellent work. 
As in Russia and the Far East, there were gen- 
erally two or three operating tables in the same 
room, with two or three operations going on at 
once. Their operating room technique was much 
more casual than ours. They were careless about 
their masks and caps. One surgeon, between op- 
erations, walked through the operating room 
smoking a cigarette. While watching an operation 
at one table, I glanced up and saw a surgeon who 
had just finished at the next table seated on a 
stool in the corner of the operating room munch- 
ing a sandwich. 

On my second morning at the hospital, the 
nurse who had brought me the soiled coat on the 
previous morning now brought me a spotless, 
freshly laundered one, remarking with a smile, 
“T have a clean coat for you this morning.” (One 
surgeon had kept exclaiming repeatedly, “So you 
are from Halsted’s hospital.”) The now smiling 
and obliging nurse—my new friend—asked me 
where I was going when I left Prague. I told her 
that I was flying to Amsterdam that night. With 
a great longing in her eyes, she confided that she 
wished she could get away, but couldn’t. 

Through scenic country, we drove from Prague 
to Carlsbad, a beautiful city, once the playground 
of kings, emperors, and other uppercrust of the 
world. It is now a vacation place for workers. The 
places of amusement and the hotels were thronged 
with them; yokels in palaces. We went to the love- 
ly Grand Hote! for dinner. There is a huge, ugly 
sign on top of it: “Hotel Moskva.” The Czechs 
would like to tear it down, but dare not. 

Our guide on this day declared that she didn’t 
see how anyone in a western country could be a 
Communist. Neither do I. 


1014 St. Paul Street 
Baltimore 2, Maryland 
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HIS SUMMER 27 diabetics, aged 7 to 13, dis- 
enc how they can enjoy the normal ac- 
tivities of childhood. At the same time they were 
taught to become completely independent in draw- 
ing their proper dose of insulin and administering 
it to themselves, measuring their food, testing 
their urine, and preventing hypoglycemic reac- 
tions with planned exercise. 

These children were the first group to attend 
the Maryland Diabetes ‘Association’s summer 
camp for juvenile diabetics, held the last two 
weeks in August, at Camp Wonderland in Balti- 
more County. Every sport and activity normally 
associated with camping was offered, and the 
children were taught and encouraged to partici- 
pate in all phases of the camping program. Swim- 
ming and horseback riding seemed to top the list 
in popularity. 

A brief diet lesson was held daily. Mealtimes 
provided the opportunity for the children to prac- 
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tice what they learned. Food was served family style, enabling the campers 
to become adept at measuring their proper portions, first with scales, then 
by eye. Each child followed the diet list supplied by his personal physician. 

Before each meal and at bedtime, the children were required to test their 
urine for glucose and acetone. To provide a true A.C. and HLS. test, they 
were urged to void half an hour before testing. Acetone-uria was of prime 
concern. Three and four plus urinary glucose was treated by additional ex- 
ercise; however, small amounts of urinary glucose were desirable, and com- 
pletely negative urines, especially at bedtime, called for additional food. Hypo- 
glycemic shock was treated by the subcutaneous injection of 1 cc. glucagon. 




















Abraham A. Silver, M.D., president. of the 
Maryland Diabetes Association and chairman of 
the Diabetes Committee of the Medical and 
Chirurgical Faculty, directed the two-week sum- 
mer camp. His volunteer staff included Miss 
Anne Matthews, of the State Health Department, 
who was chief dietitian; Mrs. Althea Eanes, 
R.N.; and Mr. Alan Rosen, owner of Camp 
Wonderland, who also donated the use of the 
campsite. 


The cost to the Maryland Diabetes Association 
was approximately $75 per week for each child. 
Voluntary donations by interested individuals and 
philanthropic groups accounted for a major por- 
tion of the funds. Parents of the campers were 
encouraged to contribute what they could toward 
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their children’s expenses, which contributions 
averaged $15 a week. 

Camp Wonderland, located on Deer Park Road, 
Owings Mills, can accommodate 50 children. Op- 
erated for the first time this summer, it will be 
held again during the last two weeks of August 
1961. To be eligible, a child must be recommended 
by his physician or hospital clinic. Ability of a 
family to pay the full cost does not disqualify a 
child, but first consideration is given to young- 
sters from indigent families. 

Any physician in Maryland who has a diabetic 
patient between 7 and 13 whom he would like 
to attend the camp should make application early 
to ensure a place. Applications may be obtained 
from the Maryland Diabetes Association, 1211 
Cathedral Street, Baltimore 1, Maryland. 





WITT TT Trerell Titre tel iiii itt iii tii, 


752 


MARYLAND STATE MepicaL JOURNAL 











































ARYLAND PHYSICIANS interested in diabetes mellitus are invited to join the 

Maryland Diabetes Association, an organization which seeks to promote 
the welfare of people with that disorder and to disseminate factual information 
about it. 


Among the objectives listed in the constitution and bylaws are: to promote 
among physicians and others the free exchange of knowledge with respect to 
diabetes mellitus; to promote medical research; to educate the general public in 
early recognition of diabetes mellitus, in the importance of medical supervision 
of its treatment, and in accurate knowledge of this disease; to develop educational 
methods to help diabetic patients better understand their condition; and to adopt 
measures for improving the welfare of individuals with diabetes mellitus. Toward 
fulfillment of these goals, the Maryland Diabetes Association has initiated a two- 
week summer camp for diabetic children and annually supports the Committee 
on Diabetes of the Medical and Chirurgical Faculty in its diabetes detection 
programs. 


During the 1959 Annual Meeting of the Medical and Chirurgical Faculty, 
members of the Committee on Diabetes and other interested physicians met, 
elected temporary officers, and appointed committees to implement the organiza- 
tion of the Maryland Diabetes Association. Upon invitation, a second group of 
physicians joined the group. A constitution and bylaws were drawn up, revised, 
and approved by the general membership; a board of directors and a permanent 
slate of officers were elected. In December 1959, the Maryland Diabetes Associa- 
tion was incorporated in Maryland as a non-profit organization. Soon afterward, 
it was accepted as an affiliate of the American Diabetes Association. 





Abraham A. Silver, M.D., is president this year. Other officers are: Seth 
H. Hurdle, M.D., first vice president; Charles F. O’Donnell, M.D., second vice 
president; Daniel J. Schwartz, M.D., secretary; and Richard C. Dodson, M.D., 
treasurer. 


Two formal meetings are held annually, at which time scientific programs on 
diabetes mellitus are arranged. These meetings coincide with the Annual and 
Semiannual Meetings of the Medical and Chirurgical Faculty. During the Fac- 
ulty’s April 1960 meeting, the Maryland Diabetes Association had a scientific 
exhibit. Immediately after the Ocean City Meeting, in September, it joined with 
the Maryland Heart Association in presenting a scientific program, which was 
well attended. 





Membership is open to any qualified licensed medical practitioner in the 
State of Maryland who is a member in good standing of the County and State 
Medical Societies; to physicians of the armed forces residing in Maryland; to 
physicians from other governmental departments; to scientific research workers | 
in any field of medicine or allied sciences; and to members of allied professions, 
such as nursing, dietetics, and medical technology, who are interested in diabetes. 


NovemMser, 1960 





HIS IS THE STORY of a 38-year-old mother 
TT: two who for 16 years had abdominal 
and chest symptoms for which no objective cause 
could be found, in spite of repeated thorough 
examinations in various hospitals. In her later 
years, she had become an alcoholic, developed 
behavioral changes, and eventually suffered 
epileptic attacks. Death was believed to have been 
caused by a subdural hematoma or brain injury 
received in a fall a short time before. Autopsy 
revealed a cerebral lesion, the nature and loca- 
tion of which offers an interesting explanation 
of many of her chronic complaints and subse- 
quent changes. 

According to records from various hospitals 
and notes from practicing physicians, her clinical 
history is as follows: 

Family history—One grandmother had died 
from cancer. Her father had died from leukemia, 
and her mother, from cardiovascular disease and 


diabetes. One brother had gastric ulcer, and her 


two other siblings had kidney stones. 

Personal history—In early childhood, the pa- 
tient had rickets and St. Vitus’ dance. She had 
tonsillectomy at age 12. Menstruation started at 
age 13, the menstrual cycle being irregular and 
varying from 17 to 30 days. She married at 14 
and had two pregnancies, one at the age of 15 
and the other eight and a half years later. The 
second delivery was by uncomplicated caesarean 
section. Both children are normal. 

First hospitalization 1947 (age 26)—The pres- 
ent illness started when the patient was approxi- 
mately 23 years old and consisted of attacks of 
pain between the shoulder blades, radiating into 
the area of the right upper abdominal quadrant. 
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@ clinical pathological presentation from the Central An- 
atomic Laboratory of the Maryland State Department of 
Mental Hygiene and the Department of Pathology, Spring 
Grove State Hospital. 








At first, there was no nausea, vomiting, or other 
symptoms; after several months, the attacks were 
accompanied by nausea and vomiting. The ab- 
dominal pains were not related to type, quantity, 
or quality of food; nor were they accompanied 






by chills or jaundice. Anti-acids offered no relief. 
These attacks would last from hours to several 
days and occurred two or three times a month. 
During her hospital stay, the patient was thor- 
oughly examined for abdominal disease, but no 
organic condition could be found as cause of her 
complaints. She was discharged with the diag- 
nosis: irritability of colon, questionable. 

One week later she appeared at the out-patient 
clinic of the same hospital, complaining about 
the same radiating pains, also about palpitation. 
She sighed frequently and had cold, freely per- 
spiring hands and feet. The physician thought 
that she might have a variation of the hyper- 
ventilation syndrome. 

Second hospitalization 1949 (age 28)—The 
patient had found no relief from her intestinal 
attacks. In addition, she complained of recurrent 
constipation and occasional frontal headaches. Be- 
cause of her abdominal symptoms, a laparotomy 
was performed. Few adhesions were found, and 
the appendix was removed. 

Third hospitalization 1950 (age 29)—In spite 
of the operation, she had no relief from her 
symptoms. This time a diagnosis of pelvic in- 
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flammatory disease was made for which she was 
conservatively treated. During her hospital stay, 
she was observed to be rebellious and easily 
upset emotionally. 

Fourth hospitalization 1950 (age 29)—The 
conservative treatment did not help her. Again 
her complaints essentially were of severe intes- 
tinal cramps. Because of signs pointing to the 
pelvic region, she was again operated on; this 
time, a left sided salpingo-oophorectomy was per- 
formed, and a few adhesions were removed. His- 
tologically, the tube was normal. The ovary 
showed a large follicular cyst. 

Despite this operation, there still was no im- 
provement in her condition. During the ensuing 
years, the woman consulted a practicing physician, 
who was unable to establish any positive Clinical 
findings. Her blood pressure was always normal. 
She appeared to be a hysterical alcoholic who 
occasionally complained of severe headaches fol- 
lowing drinking sprees. He found no organic 
.basis for the blackout spells of which she told 
him. Since 1956, she consulted another physician 
once or twice yearly. He considered her a neurotic 
person (family trouble). In 1957, he rejected 
a request by her husband to have her admitted 
to a mental institution, because he did not know 
her too well. The physical findings on all of her 
visits were negative. 

Fifth hospitalization 1958 (age 37)—-The pa- 
tient was admitted because she felt faint, weak, 
and shaky and had fainting spells which lasted 
for several minutes and occurred, sometimes, 
every other day. Occasionally, she had double 
vision. The attacks of abdominal radiating pains 
had changed for the worse, and she could not 
keep food in her stomach during such attacks. 
When breathing hard, she had pains in her chest, 
sometimes behind the sternum. She admitted to 
smoking about one package of cigarettes a day 
and to drinking as much as 12 bottles of beer 
a day. Physical examination revealed exagger- 
ated reflexes, tenderness in the right upper ab- 
dominal quadrant upon pressure, an enlarged 
liver, and some spasticity of the small intestines 
while the abdomen was palpated. Blood pressure 
and pulse were normal. Eyes revealed no path- 
ological condition. Since she complained about 
recurrent hoarseness and occasional inability to 
talk, an ear, nose, and throat examination was 
made. The impression was: hysterical aphonia 
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and chronic laryngitis having no bearing on the 
hoarseness. During a 20 minute mild anesthesia 
for pelvic examination with D&C biopsy, her 
blood pressure suddenly dropped to 80/60, her 
pulse to 54, and a short-lasting apnea occurred. 
This event had no obvious after effect. The 
biopsy revealed an “interval phase of endome- 
trium and chronic cervicitis.” The patient was 
discharged in “good condition” with the diag- 
nosis: chronic cervicitis. 

In May 1959, she again consulted her last- 
mentioned practitioner, at which time she was 
extremely nervous and confused and experienced 
crying spells. The physician found ascitis and 
pleural effusion on the right and made the ten- 
tative diagnosis: chronic cirrhosis of liver. He 
advised hospitalization, but she refused; however, 
on July 13, 1959, he succeeded in arranging her 
sixth admission. 

Sixth hospitalization 1959 (age 38)—Upon ad- 
mission, the patient was in a confused and dis- 
oriented condition. She was unable to balance 
herself or to walk, staggering about and falling 
off a chair in the waiting room. According to 
her husband, she had consumed no intoxicating 
drinks for the last 96 hours. He reported that 
her difficulties dated back two or three years, 
when she began to drink beer excessively, at 
first socially, then solo. She neglected their home 
and their children. Next, she began to display 
poor judgment and rash behavior, pawning ar- 
ticles and giving money away. About six months 
ago, the patient began to have convulsions or 
fits with her eyes rolling backwards and her 
arms jerking. More recently, she began to wet 
herself and to foam at the mouth during these 
spells. These convulsions never occurred while 
she was drinking. Her last drinking episode ended 
four days prior to this admission, during which 
time the patient became increasingly confused. 
She demanded beer but was given a soft drink, 
of which she drank bottle after bottle in the ap- 
parent belief that it was beer. 

Her physical examination, including eye 
grounds, was essentially negative. The patient 
was treated with low dosage tranquilizers, Dil- 
antin®, and p.r.n. barbiturates. A slight degree 
of clearing and improvement in walking occurred 
during the first few days; then the patient’s con- 
fusion returned and persisted. She had one seiz- 
ure described as petit mal. Three weeks later 
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she was transferred to Spring Grove State Hos- 
pital. The tentative discharge diagnosis was con- 
vulsive disorder associated with alcohol intoxica- 
tion or idiopathic cerebral dysrhythmia with sec- 
ondary alcoholism. Central nervous system lues 
was considered a possibility. 

Seventh hospitalization 1959 (age 38)—The 
patient, arriving in a wheelchair, was unable to 
stand or walk without help or to reply to ques- 
tions. She appeared poorly nourished, jerky, and 
shaky. Physical examination revealed no disease 
of vascular, respiratory, and abdominal systems. 
The cranial nerves were normal. A recent lacera- 
tion, apparently from a fall, was observed over 


the back of her head. Her blood pressure was , 


120/82. The neck was stiff; the reflexes were 
hyperactive. Laboratory findings were normal, ex- 
cept for a slight increase in the white blood count. 
On the day after admission, the patient became 
gradually comatose and showed twitching, espe- 
cially of right upper extremity. An EEG revealed 
depression of left hemisphere voltage, practically 
amounting to loss of all activity over the left 
cerebral hemisphere. Because of the previous fall, 
a subdural hematoma was suspected. She was 
taken to the operating room, where, on arrival, 
she died from respiratory failure. 

Autopsy findings—Externally, there was a 2 
centimeter linear, healing laceration over the cen- 
ter of the occiput. The pupils were equal and not 
remarkably enlarged. Except for old operative 
scars in the abdominal region, there were no other 
essential findings. Internal organs showed signs 
of acute congestive heart failure. There was no 
pleural effusion or ascitis. The heart weighed 340 
grams. There was an old, inactive rheumatic 
valvulitis of mitral and aortic valves. The liver 
showed neither fatty degeneration nor cirrhosis. 
The pancreas revealed no abnormalities. The ap- 
pendix, the left ovary, and tube were absent. 
There were a few adhesions between the abdomi- 
nal wall and some loops of small intestine below 
the scar, which had resulted from former caesar- 
ean section. Except for some scarring of the 
cervix, the pelvic organs appeared normal. No 
arteriosclerosis was found. 

Upon opening of the head, 10 to 20 milliliters 
of watery, pale yellow fluid escaped from a cut 
into the left lateral temporal lobe. The lepto- 
meninges were dry, and the brain was severely 
swollen. There was no subdural or subarachnoid 
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hemorrhage. The left temporal lobe was pre- 
dominantly enlarged, and the left anterior hip- 
pocampal gyrus showed marked herniation com- 
pressing the left peduncle of the midbrain (fig. 
1). There was shifting of the left hemisphere 
toward the right. The arteries were not arterio- 
sclerotic. The cerebellar tonsils were herniated and 
showed some hemorrhagic necrosis of their tips. 
After all fluid had escaped from the left temporal 
lobe, the lobe collapsed. Coronal sections showed 
a whitish, poorly outlined tumor involving the 
lower portion of the left temporal lobe. It could 
best be recognized in the temporal pole, where 
it involved parts of the second and all of the 
third temporal convolution (fig. 2). Further pos- 
teriorly, it predominantly involved the third tem- 
poral and the fusiform gyri. The tumor was 
separated from the other portions of the temporal 
lobe by a horizontal cyst extending from the white 
matter of the second temporal convolution to the 
internal capsule (fig. 3). This cyst started in the 
temporal pole and extended posteriorly to the 
level of the splenium of the corpus callosum. The 
left putamen and pallidum were pale. The left 
insula was markedly compressed by the tumor. 
There was extensive herniation of the left hip- 
pocampal gyrus with fresh pressure necroses in 
spots, and the tuber cinereum showed some fresh 
necrosis. The third ventricle was completely com- 
pressed by the left hemisphere shifting toward the 
right. The midbrain was compressed and showed 
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edema and fresh midline hemorrhage due to com- 
pression of the interpeduncular fossa (fig. 1). 
Histologically, the tumor was an astrocytoma 
in most of its parts (fig. 4). In some areas, it 
showed the features of an oligodendrocytoma and 
in others, those of a spongioblastoma. Pictures of 
cell divisions, pronounced growth around necrotic 
areas, and participation of the vascular system 
were indications of malignant growth. Because of 
hypoxia caused by the tumor compressing blood 
vessels in its vicinity, there was marked loss of 
nerve cells in the left putamen, pallidum, the hip- 
pocampal gyrus, and cortex posterior to the tumor 
in the lower temporal-occipital region. In the mid- 
brain, there was a recent scarring in the sub- 
stantia nigra, especially of the left side. (These 
were the essential histologic findings in the case. ) 


DISCUSSION 


In trying to correlate the autopsy findings with 
the pertinent data from the various hospital rec- 
ords, one could come to the following assump- 
tions: The intestinal adhesions, obviously rem- 
nants of the caesarean section, were probably re- 
sponsible for the patient’s long-standing abdom- 
inal complaints; the brain tumor would account 
for her behavioral changes, the attacks of bitter 
taste and of fainting, and for the epileptic convul- 
sions and personality changes which occurred 
during the last year of the patient’s life; her 
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“alcoholism” could be interpreted psychologically 
as an attempt at escaping from responsibilities 
by a basically psychoneurotic person who had 
also “hysterical aphonia” and long-standing signs 
of a labile autonomic system. Such an explanation 
of the clinical signs and symptoms may appear 
satisfactory; but in view of the nature and loca- 
tion of the glioma, we felt that the clinical history 
pieced together from the various clinical rec- 
ords did not tell the whole story. Therefore, we 
interviewed the husband and elicited more detailed 
information. 

Clinical history as told by the husband: Since 
the patient was 13 years old, she had had sudden at- 
tacks of double vision, which were of short dura- 





Figure 4 
Histologic picture from one port of the tumor. Protoplasmatic 
astrocytes of the glioma mixed with oligodendrocytes. 
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tion. These attacks were never taken seriously. 
Although she saw two images of everything, no 
objective change in the position of her eyes was 
observed by her husband. When she was 15 or 
18, she began occasionally to complain of a sud- 
den sensation in her throat with inability to speak 
for about a minute. This occurred without any 
obvious reason in intervals of several months 
and became worse in later years. After one at- 
tack, her voice remained hoarse for about a week. 
These attacks were always sudden in onset. They 
also subsided suddenly. 

Her abdominal discomforts, starting at the age 
23 or 24, were similar to heartburn and usually 
lasted one or several hours. Until the last 
few years, she was always emotionally stable, 
rather on the positive side, and normal in her 
relations to her husband and children. Occasional- 
ly, she complained about headaches, which het 
husband did not recall to be of any specific nat- 
ure. 

About seven years prior to her death, the hus- 
band first noticed change in her behavior. She 
visited neighbors’ homes, where she occasionally 
drank a beer, and did not come home in time to 
prepare meals or take care of the family, some- 
thing she had never done before. This would 
occasionally happen several times a week, but 
other times, only once in every two or three weeks. 
About this same time, she went through phases 
during which she felt sick and weak and feared 
that she might have cancer. She expressed the 
feeling that she would not live very long. As time 
passed, she talked more and more about such com- 
plaints and easily became emotionally upset, often 
suddenly and without reason, and vented the 


notion that nobody would care for her or love 


her. 

During the last five years, a feeling as if she 
was going to faint sometimes came upon her 
suddenly, but the sensation passed away after 
she sat down for a few minutes. These attacks 
were preceded by a sudden bitter taste and an 
urge to drink something. They first occurred in 
intervals of one to three months, but later in- 
creased in frequency, sometimes one, two, or 
even three times a week. She always could tell 
by the bitter taste in her mouth that she was go- 
ing to have a fainting spell. During this five 
year period, she became restless, was unable to 
do her housework properly, and often left the 
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house suddenly for no obvious feason. She would 
return late at night, many times unaware of where 
she had been. She would admit having consumed 
a few beers, but never hard liquor. Two bottles of 
beer could make her appear to be heavily drunk; 
she could not walk straight and would giggle and 
talk nonsense, trying to be funny. Afterwards 
she apologized, but did not know why she be- 
haved so. On occasions, she could drink six to 12 
bottles of beer or coke because she was thirsty 
and needed something to drink. This happened 
once a month or once every two months; then, 
the urge to drink became more frequent and could 
last for three days. She would stay at a bar until 
closing time, then stagger home appearing to be 
drunk. On such occasions, she had lost personal 
belongings and sometimes did not remember 
where she had been. At other times, she showed 
no signs of having been drinking. In the hus- 
band’s opinion, his wife’s drinking pattern was 
not that of an alcoholic. 

About one year ago, she again discerned the 
bitter. taste in her mouth, felt the need to drink 
something, and had to sit down. While sitting, 
she suffered her first epileptic attack with loss 
of sphincter control. A month later, a similar at- 
tack occurred while she was collecting money for 
the March of Dimes. From about this time on, 
she lost all initiative, neglected her household, be- 
came forgetful, and usually sat in front of her 
television set. At the end of the last year, hav- 
ing not had a beer for two or three months, she 
suddenly started to drink for three days. A few 
days afterward, she suffered one epileptic attack 
after another. Once she fell over the bath tub; 
she soiled everything; and she did not recognize 
her husband. This cloudy condition lasted through- 
out the following day and was the main reason 
for her admission to a private sanitarium, her 
sixth hospitalization. 

From this additional information, we must 
conclude that the brain condition had existed for 
at least five years; because the repeated sudden 
occurrences of bitter taste were unquestionably 
signs of focal epilepsy. This does not necessarily 
imply that the cortical area for taste, generally 
believed to be the opercular region facing the 
sylvian fissure, was directly involved by the 
tumor. The region may have been irritated by 
pressure and concomitant embarrassment of circu- 
lation, or it may have received pathologic im- 
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pulses. from the area involved by the tumor. In 
the present case, either of the two mechanisms 
may have caused the attacks. 

If one assumes that the tumor and its cyst were 
space-consuming five years prior to death, then 
the cause was pressure. Because of the cyst, it 
would not have been unusual if the pressure in- 
termittently changed its intensity. An exacerba- 
tion in pressure could have accounted for the oc- 
casional frontal headaches. Since these headaches 
were reported to have occurred more commonly 
after a drinking episode, they could just as well 
have been part of an ordinary hangover. It is of 
interest, however, that the first frontal headaches 
were already mentioned at the patient’s second 
hospitalization in 1949, before she had begun 
to drink; therefore, it is quite likely that they 
were related to the brain condition. 

More significant than the headaches were the 
attacks of weakness and sensations of impending 
fainting spells and, later on, actual fainting. Such 
condition may have various causes; e.g. sudden 
disturbance of sugar metabolism or various types 
of systemic or cerebral circulatory deficiency. 
Since they were preceded by a gustatory aura, 
we believe that they were epileptic phenomena 
from autonomous areas of the brain, the hypothal- 
amus, or its cortical representation, the hippo- 
campal gyrus and its vicinity. It is also note- 
worthy that the attacks were associated with an 
urge to drink something. This is known to occur 
in epilepsy. Such an urge, called polydipsia or dip- 
somania, may last longer than seconds or minutes. 
Since the patient at times consumed up to 12 bot- 
tles of beer a day, the physicians considered her 
an alcoholic. On the other hand, she would some- 
times drink only coca-cola excessively or would 
cease drinking for weeks or months. We, there- 
fore, believe that she was not an alcoholic, but 
that her drinking was essentially an epileptic 
phenomenon. A further symptom speaks in favor 
of this interpretation; that is, her running away 
from home with frequent inability to remember 
where she spent her time or lost her belongings. 
This condition is known in epilepsy as porio- 
mania, which is often associated with a cloudy 
state. 

The woman’s sudden emotional changes, first 
recorded at her third hospitalization in 1950, 
probably were also temporal lobe signs and not 
due to emotional lability in a psychoneurotic per- 


NoveMBeER, 1960 


son. If this interpretation is correct, it would im- 
ply that temporal lobe disease existed at least 
nine or ten years prior to death. It was mentioned, 
furthermore, that the patient suddenly became 
unable to speak, a condition which was called 
“hysterical aphonia” at the time of her fifth hos- 
pital stay in 1958. According to the husband, how- 
ever, the attacks were first observed when the 
patient was 15 to 18 years old. Could they have 
been related to the temporal lobe disease, so many 
years prior to the onset of the epileptic signs and 
symptoms discussed? The same question may be 
raised in regard to the attacks of double vision 
which were first mentioned in the hospital rec- 
ords in 1958, but which actually had occurred 
since the patient was 13. 

“Aphonia” is not a common defense mechanism 
in hysterical reactions; was the inability to talk 
a hysterical aphonia in the present case? Upon 
closer questioning of the husband, we learned 
that the “aphonia” occurred as short lasting spells 
of aphasia, which appeared without obvious rea- 
son and occasionally were associated with a burn- 
ing sensation in the throat. We further learned 
that they were already a matter of complaint when 
the patient was a young, emotionally normal per- 
son. We believe, therefore, that the attacks were 
not psychogenic but were caused by sporadic epi- 
leptic discharges in one of the speech areas of the 
left cerebral hemisphere. 

In regard to the symptoms of double vision, it 
must be kept in mind that seeing two of every- 
thing is not a rare complaint among patients and 
may occur under various circumstances. Only a 
more precise description of the complaint and de- 
tailed examination will reveal the actual nature of 
the condition. In this case, we have only the 
description given by the husband, who stated 
that the double vision occurred suddenly, with- 
out warning or obvious reason, and disappeared 
in a matter of seconds or minutes. As he ob- 
served, it was not accompanied by any abnormal 
positional change of the eyes or dependent on 
accommodation. After such attacks, vision was 
normal for weeks or months until the strange 
experience hit the patient again without being 
associated by headaches, nausea, or other sensa- 
tions. 

One could assume that temporary pressure of 
the left uncus on the third nerve produced mild 
paresis and, thus, double vision. It seems un- 
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likely, however, that the tumor was space-con- 
suming for 25 years or more prior to death. 
Furthermore, if the assumption were right, the 
double vision would have lasted longer than sec- 
onds or minutes. On the other hand, it is known 
that people with a mild or temporary homogenous 
hemianopsia are not aware of the field defect 
but complain about short-lasting double vision. 
In the present case, the tumor or-its precursor, 
probably a glial anaplasia, could easily have in- 
terfered with some portion of the optic radiation 
because of its location. In the early phase of the 
lesion, this could have certainly been the case if 
temporary edema enlarged the tissues or if the 
cyst already existed and temporarily expanded. 
It is, therefore, possible that the double vision in 
the present case was effected by some degree of 
probably temporary hemianopsia. It was in this 
way related to the temporal lobe condition. 

If the conclusion is correct that the temporal 
lobe condition already existed at the time the first 
attacks of double vision and aphasia were noted, 
the question may be raised whether the intestinal 
complaints were also related to the brain disease 
rather than to operative adhesions. It is known 
that intestinal sensations and spasms may be of 
cerebral origin. In such cases, one speaks of in- 
testinal migraine or dysrhythmia or epilepsy. Usual- 
ly, such attacks represent an aura of generalized 
fits, but they may also be the only symptoms for 
a long time. In general, they set in rather suddenly 
without being related to quality, quantity, or type 
of food and are of short duration, In the present 
case, they were of this nature and did not even 
temporarily ameliorate after repeated surgical re- 
moval of adhesions. 


In the diagnostic differential, one could also 


think of a chronic inflammation of the gall bladder 
as being the main source of the complaints. Au- 
topsy and histologic investigation revealed no evi- 
dence for such condition, however. The same is 
true of the pancreas. It is of interest that the 
sensations were not only limited to the abdominal 
area but also involved the chest region in the 
form of temporary palpitations or substernal 
pain. Considering these facts and the epileptic 
phenomena mentioned before, we believe that 
the pathological condition of the brain was the 
organic disorder most instrumental in producing 
the abdominal symptoms and that the adhesions 
possibly only triggered the attacks. Our interpreta- 
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tion is also based on the fact that the tumor and 
the old secondary loss in nerve cells involved the 
hippocampus and allied cortex, an area belonging 
to the olfactory system but now more appropriate- 
ly called the “visceral” cortex, since experimental 
stimulation of the hippocampus produces all kinds 
of autonomic phenomena including intestinal and 
circulatory disorders. This corroborates the com- 
mon experience of the close relationship between 
smelling function and autonomic reactions. 

Lichtenstein et al (1), who stimulated the ol- 
factory area in one of their patients, found that 
the patient did not respond verbally during stimu- 
lation because of painful, distracting abdominal 
reactions. From Penfield’s (2) studies on epilep- 
tics, we know that stimulation of the insular cor- 
tex also produces motoric and sensoric reactions 
of the intestinal tract from mouth to anus. Since 
the area which in the present case produced the 
attacks of bitter taste, is topographically close to 
the insula of Reil, there is also the possibility that 
the abdominal attacks originated from a dys- 
rhythmia in the latter structure. 

In summary, this case demonstrated that a 
glioma of the brain, proved to be malignant at 
necropsy, may have existed for many more years 
than is usually anticipated, probably as a con- 
genital anaplasia. If it produces epileptic dis- 
charges, they may remain focal in nature for a 
long time, clinically mimicking non-organic “func- 
tional” or psychosomatic conditions if the lesion in- 
volves or influences “visceral” and related ‘“emo- 
tional” portions of the brain.-The case further 
demonstrates the significance of collecting more 
anamnestic data by asking qualified questions be- 
fore hastily concluding that the patient is a pure- 
ly hysterical or psychoneurotic person. Especially 
in brain diseases, a good clinical history, critical- 
ly evaluated, may be of greater diagnostic help 
than symptoms existing and signs found at the 
time of examination of the patient. In patients 
such as this one, skillful and repeated electroen- 
cephalograms or, if indicated, radio-active scan- 
ning, air-encephalography or angiography may 
corroborate the physician’s suspicion that other- 
wise unexplained “functional” disorders are re- 
lated to brain disease. 


REFERENCES 
1. Lichtenstein, R. S., Marshall, C., and Walker, A. E.: 
AMA Arch. Neurol. 1:288-302, 1959, 
2. Penfield, W.: A. Res. Nerv. & Ment. Dis., Proc. 36, 
210-243, 1958. 
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Edema, Mechanisms and Management, edited by John 
H. Moyer, M.D., and Morton Fuchs, M.D., Phila- 
delphia, W. B. Saunders Company, 1960. 

This book is designed to present a comprehensive 
review of its subject. Panel discussions are included 
in the presentation, not only to fill out those areas 
that may not have been covered completely in the 
didactic papers, but also to give the reader the benefit 
of authoritative agreements and disagreements in 
various phases of the subjects reviewed. 


Fundamentals of Clinical Hematology, Byrd S. 
Leavell, M.D., and Oscar A. Thorup, Jr., M.D., Phila- 
delphia, W. B. Saunders Company, 1960. 

This textbook is designed for the student who is 
first being introduced to hematology while he is in che 
midst of a crowded curriculum. Physicians in active 
practice will also benefit from this book, which could 
serve for a review and reorientation in the field. Spe- 
cial consideration has been given to the diagnosis of 
patients who present the problems of anemia, hemor- 
rhagic diathesis, or lymphadenopathy. A separate chap- 
ter is devoted to hematologic techniques. 


Christopher’s Textbook of Surgery, Loyal Davis, 
M.D., Philadelphia and London, W. B. Saunders 
Company, 1959. 

This is the seventh edition of this standard textbook, in 
which is contained the many advancements in the prin- 
ciples of surgery. It is intended as a stimulant to the prac- 
titioner so that he may continue his self-education through- 
out his professional life. This objective is accomplished, 
and no surgeon should be without this book in his refer- 
ence library. 


Master Your Tensions and Enjoy Living Again, 
George E. Stevenson, M.D., New York, Prentice 
Hall, Inc., 1959. 

This book claims to tell you how to begin to relax, yet 
accomplish more, a goal that everyone seeks. Whether it 
holds the secret for you can only be determined by yourself. 
Read it and see. 


Radioisotope Studies of Fatty Acid Metabolism, J. F. 
Mead and D. R. Howton, Pergamon Press, Inc. 

The purpose of this monograph is to show how 
tracer studies have contributed to our knowledge of 
fatty acid metabolism. It seems likely that in ten years 
this book will serve simply as an account of pioneer- 
ing ventures in what has proven to be an exceptionally 
fertile area of inquiry. 
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Clinical Management of Behavior Disorders in 
Children, Bakwin-Bakwin, Philadelphia, W. B. 
Saunders Company, 1960. 

This is the second edition, which brings up to date the 
large amount of material published. The observations in 
child psychiatry are well documented and have been found 
helpful in understanding and treating healthy as well as 
problem children. 


Textbook of Otolaryngology, David D. DeWeese, 
M.D., William H. Saunders, M.D., St. Louis, The 
C. V. Mosby Company, 1959. 

This book is designed primarily for the medical student 
and the general practitioner. Emphasis is on diagnosis and 
treatment. It is a well rounded, complete book and one 
that every beginning physician should have readily avail- 
able. 


Hernia, Sir Heneage Ogilvie, M.D., F.R.C.S., Lon- 
don, Edward Arnold, Publishers, 1959. 

This book is a compilation of a number of scattered 
contributions made in the past by the author. There are 
many views which the author claims to be unorthodox 
but which he believes to be sound. The book is one well 
worth reading. 





NEW DRUG DIPHENOXYLATE 
SUBJECT TO NARCOTICS LAW 


There was published in the Federal Register of 
July 22, 1960, Proclamation No. 3358 of the Presi- 
dent, dated July 18, 1960, proclaiming the finding 
that the following-named drug is an opiate: 

Ethyl 1-(3-cyano-3, 3-diphenylpropyl)-4- 
phenyl-4-piperidinecarboxylate. 

The Bureau has information that the producer of 
this drug expects to market it for general medical 
use as an antidiarrhetic. Therefore, it probably will 
be introduced into medical channels, either under 
the generic name of Diphenoxylate or under a 
trade name, supplemented, of course, by the chemi- 
cally descriptive name. 

It should be remembered that this drug is sub- 
ject to the Federal narcotic laws; therefore, if and 
when it is released for medical distribution, physi- 
cians will be expected to use the same professional 
care in dispensing and prescribing it that is required, 
in the use of the comparable drug, morphine. 

H. S. Anslinger 
Commissioner of Narcotics 
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Gina Glick Heads Poison Control Center Committee 


POISON CONTROL CENTER has been estab- 
Artistes in Cumberland, with services avail- 
able for physicians and area residents of Mary- 
land, West Virginia and Pennsylvania. Heading 
the committee which organized the center, is 
Gina M. Glick, M.D., Cumberland anesthesiolo- 
gist, who was aided by Doctors Abdul S. Hashim, 
Elizabeth G. Brings, William P. Iames, Robert 


Gina Glick, M.D. 


D. Brodell, Ralph A. Reiter and Ton van Strien, 
all of Cumberland. 

Located in Sacred Heart Hospital, the center 
is the first of its type in this area. Operating 24 
hours a day, it will serve as an information clear- 
ing house as well as an emergency aid station for 
physicians and patients. A consultant staff of 
pediatricians, anesthesiologists, pharmacists, and 
a public health officer is always on call. 

The Allegany-Garrett County Pharmaceutical 
Association has made available to the center a 
limited supply of drugs for emergency treatment 
of various poisons. These drugs are dispensed 
without charge on the request of the attending 
physician, and the patient need not be treated at 
the center in order to obtain them. 

An up-to-date file of all noxious agents and 
possible noxious agents will be maintained at the 
center. The contents of household, business, and 
farm products which may possibly be ingested 
and information on symptomotology, treatment, 
prognosis, and educational material on these 
poisons are also at hand. Should poisoning occur 
from a product whose contents are not on file, the 
telephone company has pledged wholehearted sup- 
port in locating the manufacturer to determine 
the necessary therapy. 

Physicians are urged to report all poisonings 
to the center, whether or not the center is con- 
sulted on the specific case. Reports should in- 
clude accidental or suicidal ingestion of any po- 
tentially toxic agent, solid, liquid, or gas, which 
requires treatment. This extends to accidental 
overdosage of prescription drugs in the hospital 
as well as in out-patients. Widespread use of po- 
tentially noxious agents without proper safety 
measures also should be reported to the center. 
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Dr. and Mrs. Carlton Brinsfield, Cumberland, Physicians attending the Semiannual Meeting 
attended the sectional meeting of the American of the Medical and Chirurgical Faculty, at Ocean 
College of Surgeons at the Mayflower Hotel, City, were: Ralph W. Ballin, M. D., W. Royce 
Washington, D. C., on September 24. Hodges, M.D., Leslie E. Daugherty, M.D., of 


Thomas F. Lewis, M.D., Cumberland, 
was made a Fellow of the American Col- 
lege of Surgeons at its annual meeting, 
October 10-14, in San Francisco. On their 
trip to California, the doctor and his wife 
visited relatives in Los Gatos and Sacra- 
mento and in Brigham City, Utah. 


Cumberland, and E. Irving Baumgartner, M.D., 
Oakland. 


The next meeting of the Allegany- 
Garrett County Medical Society will be 
held jointly with the Allegany-Garrett 
County Pharmaceutical Association at 
the Ali Ghan Country Club. 





BALTIMORE CITY MEDICAL SOCIETY 
CONRAD ACTON, M.D. 


Journal Representative 








when it met on Tuesday, September 13, af- cortisone would be prescribed by a chirop- 
ter the summer hiatus. Because of the metamor- odist. He expressed his pride that Mary- 
phosis going on in Osler Hall, the meeting was land was the first state to allow chirop- 
held at the Sheraton-Belvedere Hotel. odists to prescribe narcotic drugs, adding 


£ i HE Executive Boarp had a full agenda admitted that he could see no reason why 


First item was a discussion with repre- 
sentatives of the Maryland Association 
of Chiropodists, Jacob Ostroff, D.S.C., 
president, and Michael Sherman, Pod.D., 
secretary. These spokesmen lamented the 
lack of interprofessional contact in 
Maryland which had resulted in the un- 
fortunate situation reported at a previous 
meeting of the Executive Board of cor- 
tisone having been prescribed by a chiro- 
podist to a patient under treatment by a 
physician for a peptic ulcer. Dr. Ostroff 
described at length the usefulness of 
podiatry in the large medical centers in 
New York City and the clinical and 
teaching experience which make up 
training of the modern chiropodist. He 
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that because of the education and train- 
ing which chiropodists obtain, it would 
be most unfortunate for any limitation 
to be placed on their therapeutic po- 
tential. It was recognized by the chirop- 
odists and those on the Executive Board 
who were informed on the subject that 
Maryland law imposes no restriction on 
what a chiropodist may prescribe for his 
patient. Any medication that is avail- 
able is legally allowed. The chiropodists 
and the Executive Board mutually agreed 
that their prime motive must be to pro- 
tect the patient. 


A past president related an incident in which 
the personnel department of a large industrial 
concern had demanded to know the diagnosis on 
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a patient. The physician queried felt that to re- 
veal the diagnosis to a lay group would be equiv- 
alent to releasing confidential and privileged infor- 
mation, which should be done only with permission 
of the individual concerned; sometimes not even 
then. He refused to comply. Later the physician 
in charge of the company’s medical department 
apologized; however, the board members noted 
that this type of administrative demand was be- 
coming more frequent and that it might be wise 
for the Society to take a stand. The majority of 
the Board concurred that regulations as they now 
apply to release of information without authori- 
zation did not need further amplification and that 
they applied in this and in other such instances. 


Report was made of a special griev- 
ance that had been reviewed by the Spe- 
cial Committee to study complaints be- 
tween Physicians and Insurance Com- 
panies. The committee’s opinion was that 
the physician had, in fact, done a great 
deal more than he had been asked to do 
by the insurance company. Although his 
charges were reasonable for the work 
done, the insurance company had not 
asked for the work. A compromise fee 
was suggested. The committee urged that 
all physicians, generally, be advised to 
comply with requests by Insurance Car- 
riers only to the extent requested. If spe- 
cial information or material is wanted, a 
fee for such services should be‘ settled in 
advance, particularly if the physician has 
any doubt as to exactly what the request 
is meant to include. 


The final item of business concerned the Balti- 
more City Medical Society’s life insurance plan. 
The point was made that we approve of this plan 





for our members, having investigated it thorough- 
ly; but the Baltimore City Medical Society docs 
not sponsor the plan, sponsorship implying that 
the Socjety accept responsibility for its sales or 
success. It, was stressed that no individual has 
been designated as “agent for the Society,” nor 
has any insurance agent been accorded the right 
to so proclaim himself. It was agreed that any 
participation by the Society in the way of adver- 
tising or solicitation would be contrary to good 


policy. 


After the meeting of the Executive 
Board, President Everett Diggs reviewed 
the agenda for the Semiannual Faculty 
meeting with the delegates and Execu- 
tive Board members. He discussed the 
resolutions and various orders of busi- 
ness in the light of the policy which the 
Executive Board has followed through 
the years. The delegates were told to use 
their judgment in what they considered 
best for the City Society as a whole. 
They are bound to favor only such reso- 
lutions and other matters as had origi- 
nated within the Baltimore City Medi- 
cal Society, had been approved by the 
Society, and forwarded to the Medical 
and Chirurgical Faculty. As each mat- 
ter was taken up, its status in this re- 
gard was emphasized, and the origin of 
each was explicitly given. 


Directions as to the best routes to Ocean City 
were sought, and delegates were told that such 
information would be provided to any who would 
call the office on the day of his departure. At this 
point, the Executive Board withdrew, leaving the 
delegates to organize their body and to make 
necessary arrangements for the forthcoming meet- 


ing. 


A symposium on clinical nutrition will be held in 
Washington, D. C. on November 30, 1960. This 
symposium, sponsored by the Council on Foods and 
Nutrition of the American Medical Association in 
cooperation with The Medical Society of the Dis- 
trict of Columbia, will begin at 8:30 a.m. in Room 
B of the Nationa! Guard Armory. All interested per- 


sons are we!come. 
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HE SEPTEMBER meeting was held at the 
T? rancis Scott Hotel on September 20. Ed- 
ward Stafford, M.D., associate professor of surg- 
ery at Johns Hopkins School of Medicine, gave 
a most interesting and thought-provoking lecture 
on the prevention and treatment of tetanus. 


During the business meeting which fol- 
lowed, your correspondent, who was a 
delegate to the Ocean City meeting of 
the Medical and Chirurgical Faculty, was 
to give a report. After a conference with 


——— —_ 
a 


COR. MONTGOMERY 


ve 


“Qe” 


McKEnprEE Boyer, M.D., participated 
M. in the celebration, of the fortieth anni- 
versary of the Montgomery County General Hos- 
pital. The Washington Star printed a picture 
showing Dr. Boyer during the lighting of the 
masterpiece cake at a supper given by the 
Women’s Board of the hospital. 


On the front page of the Washington 
Post was an account of the hospital 
teamwork led by two of our members, 
Marvin Fuchs, M.D., and Robert G. 
Brewer, M.D. The article told of their 
saving the life of a man who in suffering 
a violent allergic reaction from a bee 
sting evidenced no perceptible heartbeat, 
pulse, blood pressure, or respiration. 


Another member, Charles Whitaker, M.D., was 
named in the Star when he credited three Army 
men with saving the life of a baby girl by stimu- 
lating her breathing again and speeding her to the 
hospital. 


Honors came to Jack Masur, M.D. who 
was elected president of the American 
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President Stone and Secretary Guest, 
we decided to devote the whole meeting 
time to discussing the serious position of 
the Faculty in relation to the Maryland 
Insurance Commissioner. All members 
who had learned of the “cloak and dag- 
ger’ ’executive conclave were greatly dis- 
turbed by the unprecedented action taken 
by the President and Council of the Fac- 
ulty in evicting from the House of Dele- 
gates session all Faculty members who 
were not official delegates. 


SOCIETY 


Hospital Association, thus becoming the 
first Federal hospital administrator to 
hold that office. He has been director of 
the Clinical Center of the National Insti- 
tutes of Health since 1953. 


William J. Peeples, M.D., has attracted public 
interest in the program to train occupational ther- 
apy assistants to do supervised work in nursing 
homes. He pointed out that the program not only 
will help the aged ill but also will reduce the 
nursing care needed and provide employment for 
middle-aged women. 


Robert A. Hare, M.D., was honored 
with a write-up and photograph in our 
Society’s Medical Bulletin The offspring 
of his first patients are being cared for 
by this physician, who is as wise and 
competent as he is kind and gentle. 
Among Doctor Hare’s achievements are 
certification by the American Board of 
Internal Medicine and Fellowship in the 
American College of Physicians. He is 
a delegate to the Medical and Chirurgical 
Faculty of Maryland. 
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Library 


Louise D. C. King, Librarian 
“Books shall be thy companions; bookcases and shelves, 
thy pleasure-nooks and gardens.” Ibn Tibbon 


John Keats, 1795-1821 


T IS NOT within our province to review books, 
but occasionally we like to apprize you of 
those not widely advertised and, therefore, apt to 
escape your attention. One of these is a small book 
by Walter A. Wells, titled “A Doctor’s Life of 
John Keats,” published in 1959 by the Vantage 
Press in New York. 

As the title suggests, this is an analysis of the 
influence Keats’ disease had on his life and work. 
It presents, in a most readable form, an excellent 
picture of medicine as practiced in the early eight- 
eenth century. 

Because Keats studied medicine and actually 
practiced at Guy’s Hospital, he is one of the medi- 
cal profession, although it is his poetry on which 
his fame rests. Oddly enough, little, if any, trace 
of his medical training is to be found in his verse. 
Perhaps the reason is that medicine as practiced 
in his day was abhorrent to him; but as we peruse 
the pages, we may take pride in the strides made 
by our profession in the past 150 years. Perhaps 
the most heartening aspect of his tragic story is 
the enormous progress medicine has made in con- 
quering tuberculosis, of which Keats was a vic- 
tim. In reading of the treatment he received, we 
may well marvel that he lived as long as he did. 
The fact that he accomplished so much during 
his illness should be an inspiration to everyone 
in ill health. 

This book is fascinating reading from many 
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angles: psychology, medical history, literary 
criticism, and emotional appeal of the struggles 
and vicissitudes and final emergence of the genius 
of one of our immortal poets. Each page abounds 
in avenues for collateral reading about medicine 
of that time and about people whose names are 
inscribed in history. 

When you have finished this charming book, 
do not fail to read further, to follow it with the 
story of Guy’s Hospital or with a biography of 
one or two of the personages mentioned. The 
psychology minded will find the small volume by 
Lewis J. Moorman, “Tuberculosis and Genius,” 
and Beverly Tucker’s “The Gift of Genius” to 
be excellent-companion books. 


By all means have your library send you these 
books. You will not regret the few hours of your 
time spent in reading them; and when you have 
finished them, why not see that they pass into the 
hands of someone with tastes similar to your own. 








MARYLAND STATE MEDICAL JOURNAL 











Novemser, 1960 





INTERNATIONAL PATHOLOGY MEETINGS | 


WO INTERNATIONAL meetings of pathologists were held in June of 1960: the 
yen International Congress of Clinical Pathologists, in Madrid, and the 
Third International Congress of the International Academy of Pathology, in Lon- 
don. The forensic pathologists and the leprologists met with these two groups. 

The scientific programs were most worthwhile. There were symposia on (1) 
enzymes in pathological laboratory diagnosis, (2) hormones and their application 
to diagnosis, (3) total body irradiation and bone marrow therapy, (4) recent ad- 
vances in immunohematology, (5) tissue culture in bacteriological, virological and 
parasitological diagnosis, (6) differential diagnosis in the icteric patient, (7) biopsy 
of organs in clinical diagnosis, (8) the pathological physiology and pathology of 
the kidney, (9) classification and modern concepts of thyroiditis, (10) a panel 
discussion of thyroid cancer, and (11) a slide seminar on proliferative lesions of 
the breast. Proffered papers covered an even wider range of subjects. 

Representatives from 36 countries attended the meeting in Madrid; while 24 
countries were represented at the London meeting. The United States was well 
represented at both conventions with 100 pathologists in attendance at the Madrid 
meeting and 130 in London, which number of registrants was greater than that 
from the United Kingdom. Pathologists from the United States presented 70 
per cent of the papers at the London meeting and 47 per cent at the Madrid meet- 
ing. These reports appeared to have been accepted as interesting and worthwhile 
contributions, although they did not all pass unchallenged. 

At both of the meetings, Maryland was capably represented. Doctors from the 
U. S. Naval Medical School, in Bethesda, in presenting the symposium on “Total 
Body Irradiation and Bone Marrow Therapy,” discussed “Exposure Methods and 
Dosimetry for Total Body Irradiation Therapy,” “Pathologic Changes Associated 
with Total Body Radiation,” “Hematologic Aspects of Bone Marrow Therapy,” 
“Clinical Management of the Patient Exposed to Total Body Irradiation,” “Bone 
Marrow Procurement, Processing and Storage,” and “Excretion of Urokinase 
Following Total Body Irradiation.” Other Maryland pathologists, connected with 
the Medical Corps of the U. S. Army, the Veterans Administration, and the Pub- 
lic Health Service, represented the Armed Forces Institute of Pathology and the 
National Institutes of Health in presenting the results of their studies of “Reac- 
tive Lesions Which Simulate Neoplasia Within the Urogenital System,” “The 
Morphology of the Neuromuscular Junction as Observed with the Electron Mi- 
croscope and Histochemical Techniques,” “Thyroid Cancer,” and “Fibrous Re- 
sponse to Colloidal Thorium Dioxide.” 

In addition to the value of the scientific contributions, these meetings brought 
about greater mutual respect among all of the participating pathologists. 
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Special Committee Studying Laboratory Services 


SPECIAL COMMITTEE to survey the Baltimore 

City Health Department’s laboratory serv- 
ices has been appointed by the Commissioner of 
Health. Thomas B. Turner, M.D., dean of the 
Johns Hopkins Medical School, assisted in the 
establishment of the committee. Leighton E. Cluff, 
M.D., associate professor of medicine at Johns 
Hopkins, is chairman; and Charles L. Wisseman, 
Jr., M.D., professor of microbiology at the Uni- 
versity of Maryland School of Medicine, and 
Abraham G. Osler, M.D., associate professor of 
microbiology and medicine at the Johns Hopkins 
School of Medicine, are also members of the com- 
mittee. 


It is customary for the Baltimore City Health 
Department periodically to secure assistance of 


this nature to evaluate the various departmental 
programs and services. Recently, a special com- 
mittee made a like survey and reported on the 
tuberculosis control program of the Baltimore 
City Health Department in December, 1958. The 
same service was under special survey and re- 
port in 1940. 


The City Health Department’s Bureau of Lab- 
oratories was established under William Royal 
Stokes, M.D., in 1896, on the recommendation of 
William H. Welch, M.D. It is hoped that the 
special committee now at work will formulate 
recommendations as to what laboratory services 
the Baltimore City Health Department should pro- 
vide during the next ten or twenty years. 
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BREAST CANCER CHEMOTHERAPY PROGRAM 


The Breast Clinic of the Johns Hopkins Hospital, in conjunction with 


the Cancer Chemotherapy National Service Center, is engaged in a 
cooperative clinical study of patients with advanced breast cancer. All 
patients with inoperable, recurrent, or metastatic breast cancer will be 
considered as candidates for this steroid hormone program. 

Those patients who are financially able to do so will be asked only to 
pay for their first visit to the Breast Clinic. Patients ultimately admitted 
to this Breast Cancer Chemotherapy Program will have the entire cost of 
their out-patient treatment, including x-rays, medications and laboratory 
studies, defrayed by a grant from the United States Public Health Service. 

Doctors desiring to send patients to the Breast Clinic for this type of 
Out-Patient Chemotherapy should call Mrs. O. O. Taras, R.N., at the Johns 
Hopkins Hospital, Orleans 5-5500, Ext. 432 for an appointment. 
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> Tuesday, November 15 < 


MARYLAND RADIOLOGICAL SOCIETY 
Lord Baltimore Hotel 
5:30 P.M. Film Reading 
6:30 P.M. Cocktails 
7:00 P.M. Dinner 
8:00 P.M. Scientific Paper 
The Place of Supervoltage in Modern Radio- 
therapy. MILTON FRIEDMAN, M.D., Associate 
Professor of Radiology, New York University 
College of Medicine. 


PEDIATRIC SECTION, B.C.M.S. 

8:30 P.M. 1211 Cathedral Street 
Observations on Growth in Patients on Prolonged 
Steroid Therapy. HARRIET G. GUILD, M.D, 
Associate Professor of Pediatrics, The Johns Hop- 

kins University School of Medicine. 


>» Wednesday, November 16 < 
COMMITTEE FOR THE STUDY OF 
PELVIC CANCER 
Joint meeting with Anne Arundel County Medical 
Society 


> Thursday, November 17 < 


OPHTHALMOLOGICAL SECTION, B.C.M.S. 
Dinner Meeting 6:30 P.M. 
Sheraton Belvedere Hotel 
The Diagnostic and Pathological Problems of Iris 
Tumors. (Illustrated.) BENJAMIN RONES, 
M.D., and LORENZ E, ZIMMERMAN, M.D. 


» Monday, November 21 < 
PATHOLOGY SECTION, B.C.M.S. 


>» Tuesday, November 22 < 


ANESTHESIA STUDY COMMITTEE 
8:00 P.M., 1211 Cathedral Street 


CALENDAR OF EVENTS 


» Saturday, November 26 < 


MEDICINE 1960 
4:30-5:00 P.M. WMAR-TV- 
“Relationship of Cigarette Smoking to Lung Can- 
cer,” a Panel Discussion 
Moderator 
EDWARD F. LEWISON, M.D., 
American Cancer Society 


» Monday, November 28 < 


ORTHOPAEDIC SECTION, B.C.M.S. 
8:00 P.M. 
The Johns Hopkins Hospital, New Auditorium 


» Friday, December 2 < 
BALTIMORE CITY MEDICAL SOCIETY 
8:30 P. M., 1211 Cathedral Street 
Annual Business Meeting 


» Thursday, December 8 < 
HEART ASSOCIATION OF MARYLAND 
Two-hour panel on CVD 
Washington County 


» Monday, December 12 < 
SACRED HEART HOSPITAL 
MEDICAL STAFF 
11:30 A.M. 

School of Nursing, 
Bellevue Street, Cumberland 


» Tuesday, December 13 < 


MARYLAND SOCIETY ON ALCOHOLISM 
Officers and Executive Committee 
8:00 P.M. Council of Social Agencies, 
22 Light Street 


» Wednesday, December 14 < 


MARYLAND SOCIETY FOR 
MENTALLY RETARDED CHILDREN 
GREATER BALTIMORE CHAPTER 
8:15 P.M., 2525 Kirk Avenue 








The 
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A SERVICE OF 


Frank W. Davis, Jr., M.D. — Editor 


THE HEART ASSOCIATION OF MARYLAND 


CINEANGIOCARDIOGRAPHY TODAY 





growth of cardiac catheterization and angio- 
cardiography, offers a new dimension to the study 
of structure and function of the diseased heart. 
A typical cinecatheterization procedure consists 
of a routine cardiac catheterization followed by 
motion pictures of radiopaque injections into spe- 
cific areas of the central circulatory system. The 
routine catheterization yields indirect evidence of 
structural or functional abnormalities, such as an 
area of highly oxygenated blood in the right heart 
suggesting a left to right shunt, or an abnormal 
pressure pulse configuration suggesting obstruc- 
tion or insufficiency of a valve. In many cases, the 
exact site of the shunt cannot be ascertained or 
the stenosis cannot be localized to the subvalvular, 
valvular, or supravalvular area by observation of 
catheter position alone. When these situations oc- 
cur, radiopaque contrast material (Cardio- 
graphin®, Hypaque®) is injected through the 
catheter, and motion pictures of an intensified 
fluoroscopic image are taken with a conventional 
motion picture camera. The motion pictures can 
be taken at high speed (60 or more frames per 
second) for slow motion analysis, thus making 
possible an intimate knowledge of hemodynamics 
and valvular function. 


Byer neeits: the natural out- 
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J. Michael Criley, M.D. 


Fellow, American Heart Association 


The major technological achievement that made 
x-ray cinematography possible was the develop- 
ment of “image amplifier” systems, which brighten 
the fluoroscopic image electronically and make 
possible the short exposures necessary for motion 
pictures. These image amplifiers are capable of 
increasing the brightness of a fluoroscopic image 
more than 1000 times. 

In certain cardiac abnormalities, cineangio- 
cardiography would appear to be the diagnostic 
technique of choice, particularly if corrective 
surgery is considered. 

Congenital Heart Disease: Uncomplicated car- 
diac shunts are most easily diagnosed by conven- 
tional cardiac catheterization with oximetry and 
dye dilution curves; however, in cases where 
atypical features (i.e., ostium primum and A-V 
cushion defects, anomalous venous return, etc.) 
or a multiplicity of defects are suspected, cine can 
provide more precise information. The exact loca- 
tion of aortic or pulmonary valvular obstruction 
is best established with. this technique. 

Rheumatic Heart Disease: In this area the 
older diagnostic techniques leave the most to be 
desired, and cine appears to offer the most in- 
formation. With selective retrograde left ventricu- 
lar injections via the brachial artery, the presence 
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and degree of mitral regurgitation can be directly 
demonstrated by the reflux of radiopaque material 
into the left atrium with each systole; and the 
faulty cusp or cusps can often be visualized. Mitral 
stenosis can be demonstrated via selective pul- 
monary artery injections (after circulation 
through the pulmonary vascular bed) or by direct 
injection into the left atrium. In this condition, 
the dye is seen to accumulate in the enlarged left 
atrium and slowly extrude through the thickened 
valve into the relatively small left ventricle. In 
aortic regurgitation, it is often possible to demon- 
state the offending cusps directly by an injection 
into the root of the aorta. In this situation, charac- 
teristic “puffs” of dye appear in the left ventricle in 
diastole. In aortic stenosis or mixed lesions of 
that valve, anatomic features can be demonstrated 
by left ventricular and supravalvular injections. 
Concomitant measurements of pressure and flow 
in the various areas can easily be done and should 
be utilized in addition to the motion picture 
studies, 

Coronary Artery Disease: Direct visualization 
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of the coronary arteries by selective injections into 
the individual ostia or sinuses of Valsalva is now 
being done routinely in several centers; however, 
a controversy exists as to the relative merits of 
still films versus cine to record these injections. 
Proponents of the still film method state that the 
larger size of the film yields far greater rendition 
of fine detail (plaques, small branches, etc.); on 
the other hand, cine “stops” the rapid action of 
the coronary arteries during myocardial contrac- 
tion and relaxation, making distortion artefacts 
more easily recognized as such. In addition, inter- 
coronary anastomoses can often be seen in motion 
as a hazy moving shadow, which is virtually in- 
visible in still films. 

Other Acquired Heart Diseases: Various myo- 
cardiopathies and constrictive pericarditis are well 
demonstrated by this technique, since impaired 
motion of the thickened chambers can be visual- 
ized. Although there are no reported cases of atrial 
myxoma studied by this technique, it would appear 
to offer more than any other available technique 
for demonstrating this rare but treatable condition. 
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MANAGEMENT OF PREGNANCY 


COMPLICATED BY TUBERCULOSIS 


George Schaefer, M.D. 


r ey GENERAL PRACTITIONER should be alert 


to the possibility that tuberculosis may be 
present in a pregnant patient. Good results for 
both mother and child may be anticipated if there 
is careful prenatal and postnatal care and ade- 
quate treatment of the tuberculosis whenever it 
is active. 

Current therapy for tuberculosis has led to 
treatment of fewer patients in tuberculosis hos- 
pitals and more as “outpatients” or on “home 
care.” Thus, the management of the tuberculosis 
patient, which previously was almost exclusively 
the domain of the phthisiologist, has now in part 
become the responsibility of the general practi- 
tioner. 

The magnitude of the problem of pregnancy 
and tuberculosis is attested by the following sta- 
tistics. Although tuberculosis has declined as a 
cause of death, one case is reported every six 
minutes. Tuberculosis is the leading cause of 
death from infectious diseases. Furthermore, of 
the approximately four million births a year in 
the United States, at least 40,000 occur in women 
with tuberculosis. The general practitioner should 
take an active part in the management of the 


Reprinted from GP, October, 1959, issued by the Na- 
tional Tuberculosis Association, June, 1960. 
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pregnant patient with tuberculosis, just as he does 
in the patient with diabetes or heart disease. 


INCIDENCE 


The reported incidence of tuberculosis compli- 
cating pregnancy depends in large part on the 
efforts made to diagnose it. At The New York 
Lying-In Hospital from 1933 to 1945, incidence 
ranged from 0.4 to 0.7 per cent. With the estab- 
lishment of routine chest x-rays of all antepartum 
patients in June, 1945, the incidence rose to 1.5 
to 2.0 per cent. Objection has recently been 
raised to the carrying out of routine diagnostic 
chest x-rays. The question may be asked: Are 
the dangers of omitting a chest x-ray in this 
woman greater than the risks of taking it? If 
the patient gives a positive reaction to tuberculin, 
the answer is yes. However, until the tuberculin 
test becomes routine for all antepartum patients 
in each pregnancy, routine chest x-rays with prop- 
er precautions should be performed. 


DIAGNOSIS OF TUBERCULOSIS 


The degree to which the general practitioner 
considers tuberculosis as a possible cause of symp- 
toms largely determines how quickly the disease 
is diagnosed. Since pulmonary tuberculosis is 
minimal in its early stages, progression and ad- 
vanced disease may be avoided by early, adequate 
treatment. Not infrequently the pregnant patient 
complains of tiredness, fatigue, vague chest pains 
—symptoms that may occur in pregnancy but 
which are also present in tuberculosis. The tend- 
ency to ascribe these symptoms to the pregnancy 
without further investigation may be disastrous to 
the patient. 
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MEDICAL TREATMENT OF PULMONARY 
TUBERCULOSIS 


The practitioner may be called upon to. treat 
two types of pregnant patients with tuberculosis. 
The first is the patient known to have tuberculosis 
before the onset of pregnancy. The second is the 
patient in whom tuberculosis is first discovered 
during pregnancy. In either type the disease may 
be active or inactive. The patient known to have 
had tuberculosis before conception—tuberculosis 
that is inactive during gestation—does not re- 
quire additional medical treatment. The patient 
known to have active disease at conception is con- 
tinued on the same course of therapy as if she 
were not pregnant. This includes modified bed 
rest, either at home or in the hospital, and anti- 
microbial drugs. Our present preference is for 
isoniazid plus either streptomycin or PAS. Anti- 
microbial therapy is continued throughout the en- 
tire pregnancy and for at least six months post- 
partum. 

The majority of patients whose tuberculosis is 
first discovered during pregnancy will be found 
to have inactive disease. These patients are man- 
aged in the same manner as those known to have 
inactive tuberculosis before the onset of preg- 
nancy. 

Active tuberculosis will be discovered in some 
patients during pregnancy. We advise that these 
patients be hospitalized. If the disease is mini- 
mal, isoniazid and streptomycin or PAS may be 
employed. Some advise isoniazid alone in this 
type of case. 

The duration of hospitalization depends on sev- 
eral factors including response to chemotherapy 
and conversion of the sputum as well as on clin- 
ical and radiographic evidence of improvement. 
Other factors, such as conditions at home, the 
presence of small children, and the education of 
the patient in TB control, may determine whether 
to continue hospitalization until after delivery. 
Bed rest is no longer considered adequate therapy 
for tuberculosis. Furthermore, modified rather 
than complete bed rest is now advocated, and this 
is combined with specific drug therapy. 

Antimicrobial drugs are used in all patients 
with active tuberculosis. The regimens and doses 
have been fairly well established. Treatment 
should be long-term and continuous, and to insure 
this the family physician must play an active role. 
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OBSTETRIC MANAGEMENT 


In addition to medical treatment for the tuber- 


_culosis, the patient should have daily périods of 


rest. The diet should be supplemented with iron 
preparations and vitamins. 

If the pregnancy and labor are to cause any 
progression of pulmonary tuberculosis, usually 
such changes will occur within three months of 
delivery. The results for our pregnant patients 
with tuberculosis compare favorably with a sim- 
ilar nonpregnant group of patients with tuber- — 
culosis. 

Infants born of tuberculous mothers are normal 
in every respect. BCG vaccination is advised 
within the first 48 hours after birth for all these 
infants. Since BCG vaccination does not afford 
protection for six to eight weeks, the physician 
must be certain that no individual with infectious 
tuberculosis is at home when the infant is dis- 
charged from the hospital. 

Following delivery the patient with inactive 
tuberculosis is ambulated slowly and kept in the 
hospital for approximately ten days. Women with 
active tuberculosis are transferred to a medical 
ward or to a tuberculosis hospital for further 
therapy. We do not permit tuberculous patients 
to breast feed their infants. Exacerbations of 
pulmonary tuberculosis may occur, because tuber- 
culous mothers undertake household duties and 
the total care of the infant too quickly after re- 
turning home. Before the patient assumes full 
activity, a sputum or gastric analysis should be 
repeated, and an examination of the postpartum 
chest x-ray should reveal no evidence of activity. 

Clinical observation and statistical analyses have 
convinced us that therapeutic abortion does not 
improve the prognosis of the pregnant patient 
who has tuberculosis. 
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HAT DID HURRICANE DONNA do to Ocean City? This query was in the 

minds of all who journeyed there to attend the meeting on September 16. 
We were pleasantly surprised to have to really look hard for evidence of storm 
damage and to find life going on in the usual manner. 

Mrs. William S. Stone, our president, opened the meeting Friday morning 
at 9:30. Registration for this meeting had topped our customary number. The 
social room of the Commander Hotel, sunny, attractive, and comfortable, had 
an air of informality and ease as attention was given to Karl Mech, M. D., our 
speaker for the morning. His talk on legislation pointed out the areas in which 
the doctors would want to keep informed, such as income tax, social security 
laws, the Jenkins-Keough Bill, which AMA opposes, doctor draft, construction 
of hospitals and nursing homes that may come under government control, re- 
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search grants, medical care of aliens with dis- 
ease, medical care of veterans and their families, 
old age insurance. and medical care. 

William S. Stone, M.D., made a brief talk on 
A.M.E.F. He and Dr. Mech were both gracious 
in answering questions after their talks. 

A coffee break after Dr. Mech’s talk was en- 
joyed by those present. i 

A business meeting followed immediately. Mrs. 
Charles H. Williams, chairman of Civil Defense, 
described the forthcoming Civil Defense Sem- 
inar, to be held at the National Guard Armory, 
in Pikesville, on October 19. This seminar fea- 
tures national speakers. There has been nation- 
wide recognition of the great value of such a 
program, and this meeting was praised in a write- 
up in the “Weekly News Digest.” The mem- 
bership of the State Medical Society are invited 
and requested to bring guests. 

Mrs. John E. Baybutt of Easton, chairman 
of members-at-large, reported that she was con- 
centrating her efforts this year on the Eastern 
Shore, where there is not a single component 
auxiliary. She hopes to remedy the situation by 
the end of her term. Talbot and Dorchester 
Counties are expected to organize, if all goes 
as planned. 

Mrs. Albert Goldstein, Student AMA Aux- 


iliary representative, announced a tea, on Sun- 
day, October 8, for the wives of the new med- 
ical students at University of Maryland Med- 
ical School. By her presence, she will assure 
them of our interest and support. 

Mrs. John O. Robben, chairman of nurse 
recruitment, sent a calendar of Future Nurse ac- 
tivities: an exhibit of recruitment materials and 
vocational information at the State Teachers 
convention at the Fifth Regiment Armory, in 
Baltimore, on October 13 and 14 and a delegates 
meeting of all Future Nurse Clubs in Maryland 
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to be held October 22 at the Faculty Building. 
At present, there are 98 Future Nurse Clubs 
in the state. 

Each component president there briefly out- 
lined the plans, programs, and money making proj- 
ects for the year of her Auxiliary. This year 
promises to be another full and interesting one 
for all. 

Mrs. Stone called attention the motto that Mrs. 
William Mackersie, National president, had 
chosen for this year: Preserve and enhance the 
heritage of American Medicine. Mrs. Goldstein 
has had a rubber stamp made with this motto to 
be used on our mailings during the year. 

A Nominating Committee was chosen, com- 
prised of Mrs. E. Roderick Shipley, Baltimore 
City, chairman; Mrs. Martin E. Strobel, Balti- 
more County; Mrs. Malcolm D. Phillips, Har- 
ford County; Mrs. David S. Clayman, Prince 
George’s County; and Mrs. Bender B. Kneisley, 
Washington County. Anyone who wishes to nomi- 
nate an individual for office should first secure 
her consent, then mail the nominee’s name and 
address to Mrs. Shipley. 

Luncheon was served in two ways, offering the 
choice of a smorgasbord in the hotel or a tradi- 
tional clambake on the beach. Both styles of serv- 
ice were well patronized; and the food, as usual 
was bountiful and delicious. The hurricane had 
washed out the barbecue pit thus depriving us of 
the pleasure of watching it opened and seeing the 
various items of food come steaming up. Never- 
theless, little or nothing was lacking for pure en- 
joyment of the tasty fare. 

A game in the Oriole-Yankee series that eve- 
ning provided entertainment for many of the 
members, although the final score brought disap- 
pointment. The dance that evening arranged by 
the Faculty, was greatly enjoyed by a number of 
the doctors and their wives. 

If you didn’t come, you missed some real fun. 
Join us next year in Ocean City and find out 
for yourself how enjoyable our semiannual meet- 
ing is. 
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GOVERNOR’S CONFERENCE ON 


HE WoMAN’S AUXILIARY was amply repre- 
en at the Governor’s Conference on Ag- 
ing, held September 7 and 8 at the University of 
Maryland. Attending were Mrs. William S. Stone, 
president; Mrs. Norman Oliver, president-elect; 
Mrs. Raymond Rangle, president of the Balti- 
more City Auxiliary; Mrs. Albert E. Goldstein, 
National Board of Directors; and your Journal 
representative. Dormitories and meals were avail- 
able on campus at a minimal cost. 


The aims of this conference were: 


1. To prepare Maryland’s recommendations to 
the White House Conference on Aging in January 
in Washintgon, D. C. 


2.To discuss the promising opportunities and 
vital problems confronting Maryland’s older citi- 
zens. 


3.To draft a blueprint for the future of the 
aging in Maryland. 

Work shops and conferences filled the first day 
of the meeting and continued into the second day. 
Also on the second day’s program were two panel 
discussions, one on “Mental Hygiene and Aging” 
and the other on “A Hospital Based Comprehen- 
sive Care Program for the Older Person.” 

I followed with particular interest the second 
panel, of which Mason F. Lord, M.D., coordina- 
tor for chronic diseases at Baltimore City Hos- 
pitals, was moderator. He pointed out that a 
chronic disease hospital is not supposed to be the 
end of the line, but a place of rehabilitation which 
seeks to return the patient to a normal situation. 
Six months should be the maximum length of 
stay, after which patients are to be discharged to 
their home, a nursing home, or a foster home. 
The foster home is a new concept in care by 
which elderly individuals are cared for in a priv- 
ate home, much the same as foster children are. 
It has the dual advantage of being cheaper and 
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maintaining a more normal atmosphere for the 
person involved. 

Housing projects are being planned for older 
people who have no place else to live. These homes 
would feature ramps instead of steps. An infirm- 
ary would be included in the groups for individ- 
uals needing temporary bed care. It was revealed 
that many so-called senior citizens don’t seek 
proper care because they fear that hospitalization 
is the end of the line for them. Homemakers are 
needed to help in these projects; good hearts and 
strong backs are needed to care for the enfeebled 
person. Prompt hospitalization will be available 
when needed, after which the patient can be re- 
turned to the home. 

A program of care for all sorts of patients, 
which coordinates the activities of chronic hos- 
pitals, all agencies, and neighborhood facilities, is 
to be worked out. This is a pioneer project for 
Maryland. 

Major disease is caused by delay in treating 
minor illnesses. Returning individuals to partial 
service is a worthwhile effort which permits them 
to remain in the community. 

A general session in the dining room, after 
lunch, in which the recommendations of the work 


' shops and conferences were made public, con- 


cluded the two-day meeting. The work shop find- 
ings will be submitted in full detail to the commis- 
sion. This is the largest Conference on Aging that 
has been held and marks a beginning at a state 
and community level toward achieving our goals. 
It was generally agreed that tax relief, both 
real and Federal, is needed by our older populace. 
They do not want government support. Easing 
the income tax level and .other high costs that 
make their incomes inadequate, elimination of a 
compulsory retirement age and establishment of a 
basis of personal value for employment were 

suggested. 
V. E. S. 
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